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Chapter 1: Introduction 

Purpose 

This manual is intended to help health department staff implement the reporting requirements 
described in the Centers for Disease Control and Prevention’s (CDC) Evaluating CDC-Funded 
Health Department HIV Prevention Programs: Volumes 1 and 2, June, 2001 1 (i.e., the 
Guidance). It is intended to be a complement to the Guidance, not a substitute for it. 

This manual describes various strategies that can be used by health departments to collect, 
analyze, report, and use Guidance data. These strategies reflect the collective experience and 
wisdom of health department staff gleaned during the first year of Guidance implementation. 
CDC acknowledges that there is no one way to implement the Guidance and developed this 
manual to help health department staff consider a variety of approaches to conducting Guidance 
activities. This manual is intended to stimulate health departments to enhance their current 
systems for implementing the Guidance. 

Using the Manual 

It is not necessary to read this manual from cover to cover. Readers are encouraged to go directly 
to the issues of greatest interest to them and to explore other parts of the manual as needed. 
Numerous examples of data collection tools and other resources are described in the narrative 
and included in the appendix. Direct quotes from health department representatives are also 
included to illustrate some issues. 

This manual focuses on those aspects of Guidance implementation that have been most 
challenging to health departments. Some chapters address challenges unique to specific 
Guidance reporting requirements while others focus on issues related to the Guidance as a whole. 
Evaluation of community planning and linkages with the comprehensive HIV prevention plan 
are not addressed as the Guidance has not established significantly new reporting requirements in 
these areas and few health departments have experienced substantive challenges with these 
requirements. Health departments should contact their CDC project officer if they need technical 
assistance in these areas. 

A Note on Terms: Health departments use various terms to describe who they fund including 
vendor, provider, grantee, and contractor. For simplicity, the term “contractor” is used 
throughout this manual to describe the agencies sub-contracted by health departments to conduct 
HIV prevention interventions supported with CDC funds. 

1 These documents are available for downloading from the Internet at the following address: http://www.cdc.gov/hiv/aboutdhap/perb/hdg.htm 
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Manual Development 

The process for developing this manual began with in-depth telephone interviews conducted with 
representatives from 15 health departments across a range of evaluation capacity as well as with 
staff from CDC, ORC MACRO, and the National Alliance of State and Territorial AIDS 
Directors (NASTAD). These interviews identified challenges and successes in implementing the 
Guidance, as well as strategies, methods, and systems that supported Guidance implementation. 
Data collection tools, reporting forms, and other resources developed by health departments were 
collected and reviewed. Issues identified through interviews and materials review were further 
explored during monthly conference calls with health department representatives and other 
stakeholders, including many individuals who did not participate in the first round of interviews. 
Further insight into challenges, successes, and resources related to the Guidance was gleaned 
during an affinity session on the Guidance convened at the Community Planning Leadership 
Summit for HIV Prevention held in Houston, Texas, in March 2001; and during expert panel 
meetings for two CDC studies to 1) assess the evaluation capacity of health departments and 2) 
assess the impact of the Guidance on health departments and their grantees. An initial draft of the 
manual was reviewed by representatives from eight health departments as well as staff from 
NASTAD, ORC MACRO, and CDC. Through these various mechanisms, a total of 27 health 
departments contributed directly or indirectly to the development of this manual. 

Limitations of the Manual 

This manual is intended to help health department staff implement the Guidance and, therefore, 
does not describe strategies for conducting evaluation activities in excess of Guidance 
requirements. 

Furthermore, the manual focuses specifically on those aspects of the Guidance that have posed 
the greatest challenges to health departments during the first year of implementation. It does not 
address all Guidance requirements and has minimized redundancy with the explanation of 
reporting requirements described in CDC’s Evaluating CDC-Funded Health Department HIV 
Prevention Programs: Volumes 1 and 2, June 2001. 
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Chapter 2: Guidance Overview 

This chapter: 

• Describes the purpose of the Guidance; 
• Provides a brief overview of Guidance requirements; 
• Summarizes the schedule for reporting Guidance data to CDC; 
• 	 Presents the CDC framework for HIV prevention planning, implementation, and results and 

shows its relationship to Guidance requirements; and 
• Explains the limitations of the Guidance. 

Purpose of the Guidance 

In December 1999, CDC released the Final Draft of the Guidance for Evaluating CDC-Funded 
Health Department HIV Prevention Programs (i.e., the Guidance). The Guidance was 
subsequently approved by the U.S. Department of Health and Human Services, Office of 
Management and Budget, and was released in its final form in June 2001. The Guidance 
specifies the types of evaluation data to be reported to CDC by health departments about their 
CDC-funded health department HIV prevention programs. Prior to the release of the Guidance, 
there were no systematic, standardized approaches to documenting and assessing the effects of 
HIV prevention efforts. As a result, evaluation findings were not comparable among health 
departments and not generalizable to the national level. With the Guidance in place, health 
departments and CDC can now employ common strategies and measures to document and 
interpret the varied and numerous programs they have funded and implemented. Specifically, the 
data reported to CDC will be used to report to federal, state, and local stakeholders (including 
community representatives, health departments, local and national organizations, and federal 
policymakers) progress made through HIV prevention programs supported by CDC funds; 
improve national policies regarding HIV prevention; and identify ways to improve HIV 
prevention programs. 

It is important to note that the Guidance pertains only to HIV prevention activities supported 
with CDC funds and not all HIV prevention activities conducted within a jurisdiction. Similarly, 
the requirement applies only to CDC’s health department grantees and their contractors, not to 
community-based organizations (CBOs) or other agencies receiving funds directly from CDC. A 
related Guidance has been created for these directly funded agencies. 

The CBO Guidance 

CDC is currently developing guidance for directly funded CBOs that are conducting HIV 
prevention interventions (i.e., CBO Guidance). The CBO Guidance is similar to the Guidance 
for Evaluating CDC-Funded Health Department HIV Prevention Programs, but applies 
specifically to community-based organizations or other agencies receiving funds directly 
from CDC. Similar to the Guidance for health departments, the CBO Guidance specifies 
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intervention plan and process monitoring data to be reported to CDC. These data describe the 
CBO’s and other agency’s HIV prevention interventions and the characteristics of clients 
reached by those services. 

There is one important difference between the two Guidance documents regarding how data 
are reported to CDC. The CBO Guidance directs agencies to report to CDC about their CDC 
directly funded interventions. The heath department Guidance directs health departments to 
report to CDC about interventions funded by the health department with CDC funds. Health 
departments aggregate data within the jurisdiction for reporting to CDC. 

Within a jurisdiction, some contractors may receive direct funding from CDC as well as 
CDC funding through their health department. To avoid complications of dual reporting 
systems, the CBO Guidance was modeled on the health department Guidance so that data 
collection and reporting requirements are the same. For contractors receiving dual-funding 
for an intervention, data reported to their health department can also be reported to CDC to 
satisfy requirements of the CBO Guidance. However, if a contractor is receiving CDC 
funding for one intervention and health department funding for another, data on each 
intervention would be reported separately to each respective funding source. Health 
departments and directly funded CBOs within a jurisdiction are encouraged to share data 
with each other to improve the local planning and delivery of prevention services. 

Guidance Requirements 

CDC divided the Guidance into two documents, Volume 1: Guidance, and Volume 2: 
Supplemental Handbook, to assist grantees in meeting both CDC’s evaluation requirements and 
their own evaluation needs. Grantees are strongly encouraged to consult both documents when 
designing and implementing HIV prevention evaluation activities. 

Volume 1: Guidance focuses solely on data collection and reporting required by CDC. Each 
chapter addresses one type of evaluation activity, including a description of the type of 
evaluation, a summary of CDC reporting requirements, a discussion of potential methods for 
collecting required data, and, when appropriate, an appendix containing sample data 
reporting forms. 

Volume 2: Supplemental Handbook provides extensive information and suggestions for 
obtaining the minimum data requested by CDC and for conducting additional evaluation 
activities. Each chapter in the Supplemental Handbook corresponds to a chapter in the 
Guidance. 

The Guidance describes health department evaluation and reporting activities in the following 
seven areas. These seven areas represent the minimum data required for collection and reporting 
to CDC. Health departments are encouraged to collect and use evaluation data in excess of these 
minimum requirements. 
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Community Planning: Evaluation of community planning does not specify any new reporting 

requirements beyond those discussed in CDC’s Program Announcement 99004 for health 

department HIV prevention funding. These requirements include documenting implementation 

of the community planning process; completing the Profile of Community Planning Group 

Members to describe group member characteristics; and using the Table of Estimated 

Expenditures for HIV Prevention to describe HIV prevention allocations by intervention, 

population, and race/ethnicity. (For a comprehensive description of Community Planning 

evaluation reporting requirements see the Guidance, volume 1, chapter 2.) 


Intervention Plans: An intervention plan sets forth the goals, expectations, and implementation 

procedures for an intervention and is often part of a proposal for funding. Intervention plans 

require that a core set of data elements be reported by the health department to CDC in the 

aggregate by type of intervention and risk population including: type of agency; number of 

clients to be reached, categorized by race/ethnicity and gender (except for health 

communication/public information [HC/PI] interventions); evidence or theory basis for the 

intervention; justification of the intervention for application to the target population and setting; 

and sufficiency of the service plan for implementing the intervention (For a comprehensive 

description of Intervention Plan reporting requirements see the Guidance, volume 1, 

chapter 3.) 


Process Monitoring: Process Monitoring is the routine documentation of data that describe the 

characteristics of risk populations served, the services provided, and the resources used to deliver 

those services. Process monitoring requires that a core set of data elements be reported by the 

health department to CDC in the aggregate by type of intervention and risk population including: 

type of agency; number of clients served, categorized by race/ethnicity and gender (except for 

HC/PI interventions); number of full-time equivalent (FTE) staff used to provide the 

intervention; and expenditures for the intervention. Some intervention-specific implementation 

data are also required. (For a comprehensive description of Process Monitoring reporting 

requirements see the Guidance, volume 1, chapter 4.) 


Linkages: Linkages examine the extent of congruence between the health department’s 

comprehensive HIV prevention plan and its application to CDC for prevention funding, as well 

as the relationship between the comprehensive plan and the allocation of resources. Data to be 

reported include which recommended interventions in the plan are and are not included in the 

application and which funded interventions match and do not match the recommended 

populations and interventions in the plan. (For a comprehensive description of Linkages 

reporting requirements see the Guidance, volume 1, chapter 5) 


Outcome Monitoring: Outcome monitoring assesses the extent to which an intervention 

achieved the expected outcomes. It does not, however, establish a causal relationship between 

the intervention and these outcomes. Health departments with at least $1 million in cooperative 

agreement funding from CDC are required to collect and report outcome data during the 

cooperative agreement for either an outcome monitoring or outcome evaluation project. Health 

departments that choose to conduct outcome monitoring are required, for the year 2002, to 

conduct this evaluation with at least 10 percent of their contractors who are implementing 

interventions appropriate for outcome monitoring. These data are to be reported in April 2003. 
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For the year 2003, health departments are required to conduct outcome monitoring with 20 
percent of their contractors and report their findings in April 2004. Data to be reported include: 
names and affiliations of evaluators conducting the outcome monitoring; intervention type and 
goals; target population; evidence and justification for the intervention; copies of instruments and 
data collection tools; methods of data collection and statistical analysis; appropriate descriptive 
statistics, including client demographics; summary of findings; and how results will be used for 
program improvement. (For a comprehensive description of Outcomes Monitoring reporting 
requirements see the Guidance, volume 1, chapter 6.) 

Outcome Evaluation: Outcome evaluation assesses intervention effectiveness in producing the 
desired cognitive, belief, skill, and behavioral outcomes within a defined at-risk population. 
Health departments with at least $1 million in cooperative agreement funding from CDC are 
required to collect and report outcome data during the cooperative agreement for either an 
outcome monitoring or outcome evaluation project. Health departments that choose to conduct 
outcome evaluation are required to evaluate at least one distinct HIV prevention intervention or 
set of integrated interventions by September 2003. Data to be reported include: names and 
affiliations of evaluators conducting the outcome evaluation; intervention type and goals; target 
population; evidence and justification for the intervention; evaluation design and methods; 
sample sizes for treatment and comparison groups and numbers of participants lost to attrition, as 
appropriate; copy of instruments and data collection tools; methods of data collection and 
statistical analyses; descriptive statistics, including client demographics; summary of findings 
(e.g., attrition, overall outcomes, and any subgroup analyses of differences due to demographics, 
features of the intervention, or other variables); and how results will be used for program 
improvement. (For a comprehensive description of Outcomes Evaluation reporting requirements 
see the Guidance, volume 1, chapter 7) 

Evaluation Plan: An evaluation plan describes how the health department will implement the 
activities described in the Guidance. Information to be reported includes a description of how 
each of the Guidance reporting requirements will be met; how evaluation data will be collected, 
managed, and used; and the evaluation technical assistance needs for the jurisdiction. (For a 
comprehensive description of reporting Evaluation Plan reporting requirements see the 
Guidance, volume 1, chapter 8) 

Schedule for Reporting Guidance Data to CDC 

The schedule below has been approved by the Division of HIV/AIDS Prevention - Intervention 
Research and Support. Each type of evaluation activity is reported annually, with the exception 
of outcome monitoring and outcome evaluation. Outcome monitoring data are due April 2003 
and April 2004. Outcome evaluation is a single effort due in September 2003. Note that some 
annual due dates report data for the prior calendar year (i.e., retrospective) and others report 
projections for the next calendar year (i.e., prospective). 

The Evaluation Guidance applies to HIV/AIDS prevention community planning and HIV/AIDS 
prevention programming carried out, in whole or in part, under Program Announcement 99004. 
Problems, issues, and concerns regarding time lines, due dates, and data submission should be 
discussed with CDC project officers. 
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Schedule for Reporting Guidance Data to CDC 

Evaluation Type Due Date Reporting Period 

Community Planning Membership Grid 
(Guidance, chapter 2) 

September 
(annually) 

Members as of July 1 
(retrospective) 

Budget Tables / Tables of Allocations 
(Guidance, chapter 2) 

April 
(annually) 

January – December 
(prospective) 

Intervention Plans 
(Guidance, chapter 3) 

September 
(annually) 

January – December 
(prospective) 

Monitoring Implementation 
(Guidance, chapter 4) 

April 
(annually) 

January – December 
(retrospective) 

Linkages between the Comprehensive HIV 
Prevention Plan and CDC Funding Application 
(Guidance, chapter 5) 

September 
(annually) 

January – December 
(prospective) 

Linkages between the Comprehensive HIV 
Prevention Plan and Resource Allocation 
(Guidance, chapter 5) 

April 
(annually) 

January – December 
(retrospective) 

Outcome Monitoring 
(Guidance, chapter 6) 

April 2003 and 
April 2004 

January – December 
(retrospective) 

Outcome Evaluation 
(Guidance, chapter 7) 

September 2003 Any time during the 
cooperative agreement 

Updated Evaluation Plan 
(Guidance, chapter 8) 

September 
(annually) 

January – December 
(prospective) 

CDC Framework for HIV Prevention 

The evaluation activities addressed by the Guidance relate to CDC’s conceptual framework for 
HIV prevention evaluation. This framework shows the relationship between HIV prevention 
planning, implementation of interventions, and the results of HIV prevention services. The 
framework is presented below, illustrating the relationship to each of the evaluation activities 
described in the Guidance. 
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CDC Framework for HIV Prevention 

Development of 
Proposals with 
Intervention Plans 

Allocation of 
Funds by the 
Health Department 

Implementation 
of Interventions 

Changes in Risk 
Determinants 

Changes in HIV 
Transmission 

Implementation 

Planning 

Results 

Development of 
Comprehensive 
HIV Prevention 
Community Plan 

Submision of 
Health Department 
Application to CDC 

Implementation 
of the community 
planning process 

Evaluation of 
the Community 
Planning Process 

Evaluation of 
Linkages Bewteen 
the Comprehensive 
Plan and Resource 
Allocation 

Evaluation of 
the Quality of 
Intervention Plans 

Monitoring and 
Evaluation 
of Intervention 
Implementation 

Monitoring 
and Evaluation 
of Outcomes 

Evaluating 
Outcomes and 
Monitoring Impact 

Limitations of the Guidance 

The Guidance describes evaluation activities as they relate to collecting and reporting data in 
keeping with CDC’s Program Announcement 99004. Following are limitations of the required 
data and the information provided in the Guidance: 

• 	 The Guidance is not intended to provide information about how to conduct evaluation; 
rather, it is designed to assist grantees in responding to CDC requirements regarding the 
evaluation of HIV prevention interventions supported with CDC funds. 
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• 	 The data that are collected through the implementation of Program Announcement 99004 
comprise the minimum data set that CDC and its partners have agreed upon as sufficient 
for national evaluation purposes. Thus, that set of data does not constitute a 
comprehensive evaluation of all HIV prevention activities. 

• 	 The Guidance does not explain how health department grantees should use the data for 
program improvement; grantees should consult prevention program and evaluation staff, 
behavioral scientists and other experts, and evaluation texts for assistance. 

• 	 The Guidance provides guidelines for evaluating the basic characteristics of most, but not 
all, types of HIV prevention interventions. The types of interventions that are specified 
(see the Guidance, volume 1, chapter 3) are believed to account for the vast majority of 
HIV prevention interventions implemented throughout the United States. 
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Chapter 3: Intervention and Population Definitions 

This chapter: 

• Reviews the Guidance definitions for interventions and populations; 
• 	 Presents strategies for reconciling differences between the Guidance definitions and local 

terminology; and 
• Discuses strategies for reporting populations that are not defined by HIV risk behaviors. 

The Guidance Definitions 

The Guidance establishes definitions for HIV prevention interventions and the behavioral risk 
populations they serve. The Guidance distinguishes between interventions that do and do not 
include skills-building activities because the development of HIV risk-reduction skills is an 
important part of interventions that lead to behavior change. With the exception of “Mother 
with/at risk for HIV” and “General Population,” the Guidance uses HIV behavioral risk 
population categories because interventions are supposed to influence behaviors that transmit 
HIV disease. 

These intervention and population definitions are used for reporting intervention plan and 
process monitoring data. By establishing definitions for use by all jurisdictions, the Guidance 
facilitates uniform reporting of evaluation data to CDC and can improve the clarity of 
communications within a jurisdiction. 

“Probably one the biggest things that came to light with the Guidance definitions 
was that people weren’t calling the interventions by the same name, both 
internally with our health department staff, as well as with our contractors, even 
though we had definitions and standards in place.” Health Department Staff 
Member 

Each aggregate intervention plan and process monitoring data report consists of descriptive data 
for one of seven interventions provided for a specific population in a jurisdiction. The 
interventions and populations and their definitions are presented below. 

Intervention Definitions 
Intervention Definition Excludes 
Individual-Level 
Intervention 
(ILI) 

Health education and risk-reduction counseling 
provided to one individual at a time. ILI assists 
clients in making plans for individual behavior 
change and ongoing appraisals of their own 
behavior and includes skills building activities. 
These interventions also facilitate linkages to 
services in both clinic and community settings 
(e.g., substance abuse treatment settings) in 
support of behaviors and practices that prevent 
transmission of HIV, and they help clients make 
plans to obtain these services. 

Outreach and prevention 
case management. Each 
intervention constitutes 
its own category. Also 
excludes HIV 
counseling and testing 
which is reported in a 
separate category using 
the standard bubble 
sheets. 
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Intervention Definitions 
Intervention Definition Excludes 
Group-Level 
Intervention 
(GLI) 

Health education and risk-reduction counseling 
(see above) that shifts the delivery of service from 
the individual to groups of varying sizes. GLI 
uses peer and non-peer models involving a wide 
range of skills, information, education, and 
support. 

Any group education 
that lacks a skills 
component (e.g., 
information only 
education such as “one-
shot” presentations). 
These types of 
interventions should be 
included in the HC/PI 
category. 

Outreach HIV/AIDS educational interventions generally 
conducted by peer or paraprofessional educators 
face-to-face with high-risk individuals in the 
neighborhoods or other areas where they typically 
congregate. Outreach usually includes distribution 
of condoms, bleach, sexual responsibility kits, 
and educational materials. Includes peer opinion 
leader models. 

Condom drop offs, 
materials distribution, 
and other outreach 
activities that lack face-
to-face contact with a 
client. 

Prevention Case 
Management 
(PCM) 

Client-centered HIV prevention activity with the 
fundamental goal of promoting the adoption of 
HIV risk-reduction behaviors by clients with 
multiple, complex problems and risk-reduction 
needs; a hybrid of HIV risk-reduction counseling 
and traditional case management that provides 
intensive, ongoing, and individualized prevention 
counseling, support, and service brokerage. 

One-to-one counseling 
that lacks ongoing and 
individualized 
prevention counseling, 
support, and service 
brokerage. 

Partner 
Counseling and 
Referral Services 
(PCRS) 

A systematic approach to notifying sex and 
needle-sharing partners of HIV-infected persons 
of their possible exposure to HIV so they can 
avoid infection or, if already infected, can prevent 
transmission to others. PCRS helps partners gain 
earlier access to individualized counseling, HIV 
testing, medical evaluation, treatment, and other 
prevention services. 

HIV counseling and 
testing which is 
reported in a separate 
category using the 
standard bubble sheets. 
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Intervention Definitions 
Intervention Definition Excludes 
Health 
Communication/ 
Public 
Information 
(HC/PI) 

The delivery of planned HIV/AIDS prevention 
messages through one or more channels to target 
audiences to build general support for safe 
behavior, support personal risk-reduction efforts, 
and/or inform persons at risk for infection how to 
obtain specific services. 

Electronic Media: Means by which information is 
electronically conveyed to large groups of people; 
includes radio, television, public service 
announcements, news broadcasts, infomercials, 
etc., which reach a large-scale (e.g., city-, region-, 
or statewide) audience. 

Print Media: These formats also reach a large-
scale or nationwide audience and includes any 
printed material, such as newspapers, magazines, 
pamphlets, and “environmental media” such as 
billboards and transportation signage. 

Hotline: Telephone service (local or toll-free) 
offering up-to-date information and referral to 
local services (e.g., counseling/testing and support 
groups). 

Clearinghouse: Interactive electronic outreach 
systems using telephones, mail, and the 
Internet/Worldwide Web to provide a responsive 
information service to the general public as well 
as high-risk populations. 

Presentations/Lectures: These are information-
only activities conducted in group settings; often 
called “one-shot” education interventions. 

Group interventions 
with a skills-building 
component, which 
constitutes a separate 
intervention category. 
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Intervention Definition Excludes 

Other Category to be used for those interventions 
funded with CDC Program Announcement 99004 
funds that cannot be described by the definitions 
provided for the other six types of interventions. 
This category includes community-level 
intervention (CLI). 

CLI are interventions that seek to improve the risk 
conditions and behaviors in a community through 
a focus on the community as a whole, rather than 
by intervening with individuals or small groups. 
This is often done by attempting to alter social 
norms, policies, or characteristics of the 
environment. Examples of CLI include 
community mobilizations, social marketing 
campaigns, community-wide events, policy 
interventions, and structural interventions. 

Any intervention that 
can be described by one 
of the existing 
categories. 

Population Definitions 

Population Definition Exposure Route 
and Risk Behaviors 

MSM HIV prevention needs of men who report 
sexual contact with other men or with 
both men and women. 

Unprotected sex between men 
that results in exposure to 
semen or blood. 

MSM / IDU HIV prevention needs of men who report 
both sexual contact with other men and 
injection drug use. 

Risks through both 
unprotected sex with other 
men and injection drug use 
that results in exposure to 
semen or blood. 

IDU HIV prevention needs of people who are 
at risk for HIV infection through the use 
of equipment to inject drugs (e.g., 
syringes, needles, cookers, spoons). 

Use of needles, syringes, or 
preparation materials by two 
or more people that results in 
exposure to blood. 

Heterosexual sex 
with someone at 
risk for or infected 
with HIV 

HIV prevention needs of persons who 
report specific heterosexual contact with 
a person with, or at increased risk for, 
HIV infection (e.g., sex with an IDU, a 
bisexual male, or a person known to be 
HIV-positive or to have AIDS). 

Unprotected vaginal, anal, or 
oral sex between a man and 
woman that results in exposure 
to semen, vaginal fluids, or 
blood. 
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Population Definition Exposure Route 
and Risk Behaviors 

Women who are at 
risk for or infected 
with HIV who are 
pregnant 

HIV prevention needs of women who 
have HIV or are at risk of becoming 
infected and who are pregnant or at risk 
of becoming pregnant and, thus, at risk 
of transmitting HIV to their infant. 

Transmission to the baby 
prenatally, during delivery, or 
through breast-feeding. 

General population Intervention will not be targeted to any 
specific groups whose behavior puts 
them at high risk for HIV infection. 

No specific risk for HIV, but 
often the target of broad 
prevention or education efforts 
to increase awareness or 
change community norms. 

Reconciling Differences between Guidance Definitions and Local Terminology 

Some jurisdictions defined their populations and interventions prior to the release of the 
Guidance, consequently, these definitions may differ from those found within the Guidance. 
Examples of locally defined populations include youth, women, crack users, African Americans, 
homeless persons, incarcerated persons, people living with HIV, and other groups not explicitly 
defined by a behavior that increases one’s risk for HIV exposure or transmission to others. In the 
absence of a specified HIV-risk behavior, these populations do not match the Guidance 
definitions for populations. Similarly, local intervention definitions and Guidance definitions 
may differ (e.g., contractors may consider a “home party” to be a GLI even if it does not include 
a skills-building component). 

Differences between Guidance definitions and local terms may cause health department staff and 
contractors to feel that some populations and interventions have been excluded from the 
Guidance. It is important to emphasize that the Guidance does not require health departments to 
replace local terms that have already been established in the jurisdiction. However, health 
departments must be able to translate local terms to match the Guidance definitions for reporting 
to CDC so that a national standardized data set can be created and maintained. 

Reconciling differences between local terminology and Guidance definitions is an important step 
in developing a system for gathering and reporting Guidance data. Health departments 
commonly use three different strategies for reconciling these differences: 

• Contractors use local terms, 
• Contractors use Guidance definitions, and 
• Contractors use both Guidance definitions and local terms. 
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Contractors Use Local Terms 

Health departments allow their contractors to continue to use local population and intervention 
terms and to report data to them using this language. These data are then recoded by the health 
department to match the Guidance definitions for reporting to CDC. 

Example: 	 A target population might be reported to the health department as “crack users” 
and then recoded and reported by the health department to CDC as targeting 
“heterosexuals”, if that is the predominant HIV risk behavior exhibited by this 
population. Likewise, a series of “home parties” with a skills-building component 
may be recoded as a GLI. 

Health departments are encouraged to work closely with their contractors to understand how 
local definitions are used and to develop a systematic way to recode data consistent with 
Guidance definitions. Recoding of local population and intervention data can be done manually 
or can be facilitated by data management software. Software can be programmed to allow data 
entry using local terms and then automatically recode the data according to how the health 
department has decided to report these populations and interventions to CDC. 

“We tried asking people to conform to the Guidance definitions and we know that 
didn’t work. Now we’re going to use their own terminology and use the computer 
to do all of that work internally to translate the data to the Guidance terms. So 
when we program our data entry system that’s how we’ll set it up.” Health 
Department Staff Member 

Contractors Use Guidance Definitions 

Health departments expect their contractors to adopt the Guidance definitions and to use these 
terms exclusively. Health departments often collaborate initially with their contractors to clarify 
the relationship between the Guidance definitions and local population and intervention terms. 

Example: 	 A jurisdiction may decide that interventions targeting “youth” will be reported as 
reaching two Guidance populations: “heterosexual” and “MSM.” Similarly, the 
activities of a speakers’ bureau formerly reported by contractors as “risk-
reduction sessions” may now be reported as “HC/PI.” 

Once the relationship between local terms and the Guidance definitions has been clarified, the 
health department may need to provide ongoing assistance to contractors during the transition to 
using the new definitions. Population and intervention definitions can be incorporated into paper 
data collection forms and data entry screens to reinforce proper use of the definitions and to 
facilitate accurate reporting. 

Contractors Use Both Guidance Definitions and Local Terms 

Health departments expect their contractors to adopt the Guidance definitions but also allow 
them to use local population and intervention terms. For populations, contractors report data 
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using the Guidance definitions and also select one or more locally defined terms to further 
describe the population (e.g., heterosexual homeless person living with HIV). 

Likewise, intervention data can be reported using Guidance definitions paired with local 
intervention terms (e.g. GLI risk reduction party). The simultaneous use of local and Guidance 
terms can be facilitated by data management software. Data entry screens can display local terms 
linked to data entry fields that prompt reporting using the Guidance definitions. 

Summary 

Health departments are encouraged to consider the advantages and limitations of these three 
strategies as they develop systems for collecting and reporting Guidance data in their 
jurisdiction. Contractors’ exclusive use of locally defined population and intervention terms 
avoids the challenges of establishing a new set of definitions and may retain consistency with 
language already used by local planning and service delivery groups (e.g., HIV prevention 
community planning groups). This strategy, however, may be vulnerable to errors when data are 
recoded for reporting to CDC and may not address the problem of differences in how 
populations and interventions are defined within and across jurisdictions. 

Although it can initially be challenging for a jurisdiction to adopt new definitions for populations 
and interventions, this approach can lead to long-term improvements in the accuracy and 
consistency of data collection and reporting and can improve the clarity of communications 
among contractors within and across jurisdictions. 

While the combination of these two strategies, using both Guidance definitions and local terms, 
still requires the adoption of new definitions, it enables consistent and accurate reporting to 
CDC, facilitates clear communication among contractors within and across jurisdictions, and 
retains population and intervention terms relevant within the jurisdiction (e.g., “HIV-positive” 
and “home parties”) that can be used for local data analysis and reporting purposes. 

It is important to note that these three strategies are not mutually exclusive. Health departments 
may clarify the relationship between some local terms and the Guidance definitions and, for 
these terms, expect contractors to use the Guidance definitions for reporting purposes. In the 
same jurisdiction, other local terms that do not fit within the Guidance definitions may be 
retained and used by contractors as distinct reporting categories. The use of these strategies may 
also change over time as jurisdictions’ reporting systems evolve to ensure greater uniformity and 
quality of data. 

Reporting Non-HIV Risk Behavior Populations 

Although the Guidance defines populations by their HIV risk behaviors (except for “Mother 
with/at risk for HIV” and “General Population”), many jurisdictions previously defined 
populations in a way that does not specify HIV risk behaviors. These populations include, but are 
not limited to: youth, women, crack users, African Americans, homeless persons, incarcerated 
persons, and people living with HIV. The situational, behavioral, and demographic 
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characteristics used to define these populations provide important contextual information that 
should be considered when designing an intervention. For example, HIV positive MSM may 
have very different prevention needs than HIV positive IDUs. Likewise, an intervention targeting 
heterosexual crack users may be designed differently from one reaching heterosexuals who do 
not use crack. These examples clarify why the Guidance does not preclude the use of these 
characteristics to describe populations as long as an HIV risk behavior is also specified. Again, 
jurisdictions are welcome to use non-HIV risk behavior characteristics to define their 
populations; only the Guidance terms are required for reporting to CDC. 

Jurisdictions with population definitions that do not specify an HIV risk behavior should 
consider which HIV risk behavior is exhibited by the population. In some cases, more than one 
HIV risk behavior may be present. The population “youth” may be comprised of two sub-
populations, one engaging in heterosexual risk behavior, the other in MSM risk behavior. In this 
case, two distinct populations, based on risk behavior, may be considered when developing 
interventions and when collecting and reporting Guidance data. 

“I appreciated that CDC forced us into the population definitions the way it did. 
Many of our contractors asked us why are you forcing us to think about how the 
population got HIV. There are lots of things you can say about people that are 
true but for a moment let’s think about why they are at risk for HIV. It is a good 
discipline.” Health Department Staff Member 

When the specific HIV risk behaviors are not known, health departments should avoid the 
temptation to report the population as General Population. Rather, needs assessment may be 
required to learn more about the population’s prevention needs as a prelude to defining the 
population and designing effective interventions. General Population, according to the Guidance, 
should be reserved only for those interventions that do not target a specific risk for HIV (e.g., a 
city-wide media campaign to raise awareness of HIV/AIDS). 
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Chapter 4: Intervention Plans 

This chapter: 

• Reviews intervention plan reporting requirements; 
• Describes methods for collecting and managing intervention plan data; and 
• 	 Presents strategies for reporting data on clients to be served by the intervention, evidence or 

theory basis for an intervention, and justification of the intervention for the target population 
and setting. 

Intervention Plan Reporting Requirements 

An intervention plan describes the goals, expectations, and implementation procedures for an 
intervention. For the purposes of the Guidance, an intervention is distinct from a program. 

An intervention is a specific activity (or set of related activities) intended to bring about HIV 
risk reduction in a particular target population using a common strategy for delivering the 
prevention messages. An intervention has distinct process and outcome objectives and a 
protocol outlining the steps for implementation. 

Example: 	 An ILI may consist of four related sessions, but they are all provided in a clinic, 
through one-on-one interaction, focusing on heterosexual risk behaviors among 
substance users. 

A program is a distinction often used by an agency to describe an organized effort to design and 
implement one or more interventions to achieve a set of predetermined goals. 

Example: 	 The Men's Education Network is a program that implements house parties as a 
GLI, a media campaign, and outreach conducted in bars to reduce MSM's unsafe 
sexual practices. The following diagram illustrates this program and its 
component interventions. 

A Program and its Component Interventions 

Men’s Education 
Network Program 

House Party 
Intervention 

(GLI) 

Media Campaign 
Intervention 

(HC/PI) 

Bar Outreach 
Intervention 
(Outreach) 

18




Intervention plans describe the services contractors are funded to deliver and should reflect final 
agreements between the health department and contractors after contract negotiations are 
complete. For the purposes of the Guidance, intervention plans require a core set of data 
elements to be reported by the health department to CDC in the aggregate by type of intervention 
and risk population, including: 

• Type of agency; 
• Number of clients to be reached, categorized by race/ethnicity and gender 2 (except HC/PI); 
• Evidence or theory basis for the intervention; 
• Justification of the intervention for application to the target population and setting; and 
• Sufficiency of the service plan for implementing the intervention. 

For a comprehensive description of intervention plan reporting requirements see the Guidance, 
volume 1, chapter 3. Additional information about designing and evaluating intervention plans is 
provided in the Guidance, volume 2, chapter 3. 

Collecting and Managing Intervention Plan Data 

Health departments usually gather some or all of the required intervention plan data from 
proposals, workplans, and contract amendments from the contractors they fund. Unfortunately, 
some data required for intervention plan reporting may not be included in these documents or are 
presented in a manner that requires some interpretation to meet Guidance reporting requirements. 

To facilitate collection of intervention plan data, some health departments have modified their 
requests for proposals (e.g., requests for applications, invitations to negotiate) to elicit 
information needed for intervention plan reporting to CDC. For example, health departments 
may ask their contractors to use the Guidance population and intervention definitions in their 
proposals, to describe the evidence or theory basis for the intervention, and provide justification 
of the intervention for application to the target population and setting. Reporting of intervention 
plan data can be simplified by developing worksheets for contractors to complete as part of their 
proposals. Examples of intervention plan worksheets from Colorado, Virginia, and Wisconsin 
are included in the Appendix, p. 80-82. 

Intervention plan data reported by contractors to the health department are aggregated and then 
reported to CDC. Health departments may tabulate this data manually or use data management 
software to enter and aggregate this information. If intervention plan data are already part of an 
existing management information system within the health department, these data may be 
combined with additional intervention plan data gathered from proposals or worksheets and 
aggregated for reporting to CDC. 

2 Reporting data on age is encouraged but not required. 
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Regardless of the methods used to collect and manage intervention plan data, health departments 
are frequently challenged by requirements to report three types of data: 

• Clients to be served by the intervention, 
• Evidence or theory basis for the intervention, and 
• Justification of the intervention for the target population and setting. 

Estimating Clients to be Served by the Intervention 

Health departments are required to report to CDC the aggregate number and demographic 
characteristics of clients to be served by intervention type and population. At a minimum, client 
demographics should include race, ethnicity, and gender. Reporting age is encouraged but not 
required. Ideally, the number of unduplicated clients to be served would be reported. However, 
duplicate counts of the number of clients to be served are acceptable for reporting to CDC 
because of the difficulty of estimating unduplicated clients for some interventions (e.g., 
outreach). 

Contractors may have difficulty with intervention plan reporting because of differences in how 
the number of clients to be served is estimated. Also, estimates may be compromised when a 
jurisdiction lacks a common understanding of how to define “served.” Some contractors may 
count everyone who will receive a pamphlet at a community health fair; others may count only 
clients with whom they will have a face-to-face interaction. 

Contractors may also tend to inflate estimates because they associate large numbers with success. 
Some may also believe that their funding organizations have this same view, highlighting 
concerns that funding will decrease if they do not propose to serve a large number of clients. 
Similarly, contractors may be inclined to propose interventions that reach a large number of 
clients quickly (e.g., one-time presentations) rather than those that reach fewer clients with 
greater depth and effectiveness (e.g., GLI). 

“People think that proposing to reach large numbers of clients may translate into 
more funding. They have a dilemma in that they want to inflate the numbers but 
they think that if they don’t reach those numbers then they’ll have to lie or get 
caught.” Health Department Staff Member 

The need to estimate clients to be served precedes the Guidance in most jurisdictions; however, 
the Guidance does place greater emphasis on this aspect of intervention planning and process 
monitoring. Three strategies are suggested for improving estimates of clients to be served in 
intervention plans: 

• Define “served,” 
• Accept smaller numbers, and 
• Use past performance. 
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Define “Served” 

Health departments and their contractors can collaborate to define how to count clients served. 
This may involve establishing standards for the duration of contact with a client for them to be 
counted as served and defining other aspects of service delivery related to how clients are 
counted (e.g., clients reached through health fairs are not counted as GLI clients). See the 
Appendix, p. 83, for an example of how Wisconsin distinguishes between a client “contact” and 
an “interaction” for different intervention types. 

“It’s not that they fudge the numbers. They count things that shouldn’t be counted 
in that intervention. I’ve had folks who had a two-year outreach goal of 250 
people and were reporting 1,600 in the first quarter because they went to some 
community event with 800 people, and they did that twice. In their mind they 
believe that success equals large numbers.” Health Department Staff Member 

Some health departments may choose to establish uniform standards for counting clients served. 
Others may ask contractors to first develop their own standards and then negotiate to reach 
agreement. Initial estimates of the number of clients to be served can then be revised. This 
approach can help the contractor better understand the concept of “served” and allows flexibility 
in using standards for counting clients depending on the intervention. The ability to compare data 
across interventions should be considered when determining how clients will be counted. 

Accept Smaller Numbers 

Health departments are encouraged to assure contractors that funding will not be affected if 
reductions in the proposed number of clients to be served are the result of their plans to 
implement more effective interventions, with greater dosage, and in adherence with intervention 
standards established in the jurisdiction. This message is particularly important for contractors as 
a jurisdiction begins to establish uniform procedures for estimating clients. 

Use Past Performance 

Process monitoring data can help in estimating the number of clients to be served in the future by 
the same or similar interventions. Estimates may be based on the past number of clients reached 
by the intervention or an analysis of cost per client served. The Guidance may help to improve 
process monitoring data systems and, therefore, increase the utility of these data in estimating 
clients to be served in intervention plans. 

Determining Evidence or Theory Basis for the Intervention 

Health department staff are required to decide if intervention plans are supported by sufficient 
scientific evidence or theory (i.e., evidence). Multiple types of evidence can be used to support 
an intervention. In this section, the following four types of evidence are discussed: 
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• Evaluation of the same intervention, 
• Evaluation of a similar intervention, 
• Theory from the scientific literature, and 
• Informal theory. 

Evaluation of the Same Intervention 

With this type of evidence, the proposed intervention is identical to one that has already been 
evaluated and shown to be effective. Congruence must exist between the proposed intervention 
and the evaluated intervention with regard to the population served, intervention setting, and core 
elements of the intervention. Though core elements may vary, for two interventions to be 
considered the same, contractors are encouraged to use the same content, format, and method of 
delivering the intervention and to deliver the same number and length of intervention sessions. 

Example: 	 A contractor proposes to conduct a GLI for African American MSM who are in 
an urban setting. The intervention was previously conducted and evaluated in a 
different city, but with the same population. Core elements of the intervention will 
be replicated including using the same curriculum and materials, focusing on the 
same content, conducting the same number of group sessions, and utilizing peer 
educators who have been trained to deliver the intervention. 

The financial resources available may challenge the feasibility of replicating exactly a previously 
evaluated intervention (e.g., the same level of funding is not available with a jurisdiction). If this 
occurs, “evaluation of a similar intervention” may be the best choice. 

Evaluation of a Similar Intervention 

With this type of evidence, the proposed intervention is similar, though not identical, to an 
intervention that has already been evaluated. Although modifying a previously evaluated 
intervention may compromise its effectiveness, it may be necessary if available resources cannot 
support full implementation of the evaluated intervention or if the intervention needs to be 
adapted to be culturally appropriate for a different population and setting. 

Generally, “evaluation of a similar intervention” means that there are differences between the 
proposed intervention and the previously evaluated intervention in one or more of the following 
areas: population served; intervention setting, content, and format; method of delivering the 
intervention; and the number and length of interventions session. If differences are too 
significant between the proposed and the previously evaluated intervention, the prior evaluation 
may no longer provide sufficient evidence to support using the proposed intervention. 

Example: 	 A contractor proposes to conduct an ILI for rural heterosexual Latinas. A similar 
intervention has been evaluated with heterosexual African American women in a 
rural setting. The intervention plan explains how the risk assessment protocol and 
educational materials used in the evaluated intervention have been adapted to be 
culturally and linguistically appropriate for Latinas. The number and length of 
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intervention sessions and the risk reduction skills addressed in each session 
remain the same. 

Theory from the Scientific Literature 

With this type of evidence, the proposed intervention is based on formal behavioral science 
theory, social science theory, or some other theory that is published in the scientific literature. 
The theory is divided into component parts (e.g., skills, self-efficacy) and corresponding 
intervention elements are then developed (e.g., intervention activities to develop condom use 
skills and increase self-efficacy to use condoms). When using this approach, the intervention 
plan cannot simply mention a theory. It must explain how the theory is integrated into the 
content, format, and delivery of the intervention. 

Example: 	 A contractor proposes to conduct a prevention case management intervention 
based on the Stages of Change theory. The intervention plan summarizes the 
theory, explains how it will be used to assess client readiness for behavior change, 
and describes how counseling strategies will be targeted to the client’s stage. The 
plan includes an example of a risk assessment tool based on the Stages of Change 
theory. 

“We’ve had a few problems with whether the intervention was science-based or 
not, because people would talk about one theory in their application, but maybe 
not really use it. So we came up with a list of the different behavior theories, a 
definition of each, and did training with them about the theories in general. And 
now we’re asking them to check the theory they are using.” Health Department 
Staff Representative 

A brief summary of behavioral science theories is included in the Appendix, p. 84. Another 
resource that describes behavioral science theories and their application to health programs is 
Theory at a Glance, A Guide for Health Promotion Practice, National Institutes of Health (NIH), 
September 1997 (NIH publication number 97-3896). 

Informal Theory 

With this type of evidence, the proposed intervention is based on a theory that is not described in 
conventional theoretical language and is not published in the scientific literature. The distinction 
between an informal and formal theory is subtle. Informal theory usually describes a contractor’s 
“practice wisdom” (i.e., knowledge that comes from working with or being a member of a 
population) and is explained in lay terms. For example, the concept of “self-efficacy” from the 
behavioral science literature on Social Learning Theory may be stated as “confidence to use 
condoms” by someone not familiar with the formal language of behavioral science. Health 
departments are encouraged to work with their contractors to ensure that informal theory 
provides a logical explanation of why the population is at risk and to help them describe how the 
theory is integrated into the content, format, and delivery of an intervention that will address that 
risk. 
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Example: 	 A contractor describes an informal theory by stating that some people are at risk 
for HIV because they lack confidence in their ability to use condoms, because 
they don’t know how to talk about condom use with their sex partners, and 
because there are not enough positive role models in the community promoting 
condom use. The intervention plan describes a peer-led, individual-level 
counseling intervention focusing on condom use attitudes and skills, emphasizing 
the role of peer counselors as positive role models to promote the use of condoms. 

Summary 

Health departments may use any of the four types of evidence to help them judge whether 
intervention plans are supported by sufficient evidence. Two examples are provided below to 
further illustrate the difference between interventions that do and do not have sufficient evidence. 

Sufficient Scientific Evidence: A contractor proposes to conduct an outreach intervention 
with MSM in public sex environments. This intervention replicates a previously evaluated 
outreach intervention conducted in public sex environments with the same population in a 
similar city. 

Insufficient Scientific Evidence: A contractor proposes to conduct an outreach intervention 
with MSM. The intervention has not been evaluated and it does not appear to be adapted 
from an intervention that has been evaluated. Although the intervention plan mentions the 
Health Belief Model, there is no explanation of how the theory was used to develop the 
intervention. No other theory, formal or informal, is mentioned in the intervention plan. 

The Compendium 

The Behavioral Intervention Research Branch in CDC’s Division of HIV/AIDS Prevention has 
compiled a review of interventions with effectiveness determined through empirical research. 
This review will help guide health departments and contractors in selecting interventions. 
Interventions are described in the Compendium of HIV Prevention Interventions With Evidence 
of Effectiveness, November 1999. http://www.cdc.gov/hiv/projects/rep 

Determining Justification of the Intervention for the Target Population and Setting 

Health department staff are required to decide if intervention plans provide sufficient 
justification of the intervention for the target population and setting (i.e., justification). Sufficient 
justification is provided when the plan clearly explains how the intervention will lead to the 
specified outcomes in the specific population and in the contractor’s specific setting. Justification 
is different from evidence. Evidence supports the rationale for the proposed intervention; 
justification provides greater detail about how and why the intervention will result in the stated 
outcomes with the specified target population and in the particular setting in which the 
intervention is conducted (e.g., clinic, bars, prison). Health departments are encouraged to 
request from contractors logic models (see below) or other descriptions of program theory that 
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the health department can use to assess justification for the proposed intervention. Following is 
an example of an intervention with and without sufficient justification. 

Intervention with justification: A contractor proposes an ILI with young African American 
MSM to increase condom use. A needs assessment conducted for this population found that 
many men were hesitant to self-identify as MSM, lacked condom use skills, and did not 
perceive themselves to be at risk for HIV despite their high-risk sexual practices. The 
proposed intervention is based on a GLI conducted previously with white MSM that focused 
on perceived risk and condom use skills. The intervention plan explains that an ILI is 
justified for young African American MSM because it minimizes public disclosure of risk 
behavior (as compared to a GLI) and is a more culturally appropriate adaptation of the 
intervention for this population. Also, the intervention will be delivered at an agency that is 
not primarily associated with HIV prevention, providing a culturally appropriate setting for 
delivering prevention services. The intervention plan states that the proposed intervention 
will increase condom use skills and improve perceptions of HIV risk among young African 
American MSM, leading to an increase in condom use. 

Intervention without justification: A contractor proposes an ILI with heterosexual Native 
American women in a rural setting that is based on a similar intervention with heterosexual 
Asian American women in an urban setting. The intervention plan does not explain how the 
intervention will be adapted to be culturally appropriate for this population and setting. 
Intervention outcomes are not stated nor is there any explanation of the relationship between 
intervention activities and the population’s risk for HIV. 

Using Logic Models 

A logic model describes the main elements of an intervention and how they work together to 
prevent HIV in a specific population. This model is often displayed in a flow chart, map, or table 
to show the steps leading to intervention outcomes. Elements that are connected within a logical 
model vary, but generally include inputs; activities; outputs; immediate and intermediate 
outcomes, and long-term impacts. A problem statement may be included to provide context for 
the logic model. Definitions and examples of each logic model component are presented below. 

Definitions and Examples of Logic Model Components 

Component Definition Example 

Problem 
Statement 

Factors that put a population at risk, 
such as knowledge, attitudes, beliefs, 
behaviors, skills and environmental 
conditions. 

MSM youth do not perceive 
themselves to be at risk for HIV, lack 
condom use skills, and have low self 
efficacy for condom use. 

Inputs Resources used in an intervention, 
such as money, staff, curricula, and 
materials. 

• $50,000 grant 
• Two 1/4 FTE prevention educators 
• The Safe Skills Curriculum 
• 300 Condoms 
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Component Definition Example 

Activities Services the intervention provides to 
accomplish its objectives, such as 
outreach, materials distribution, 
counseling sessions, workshops, and 
trainings. 

• Conduct 3, two-hour small group 
sessions with MSM youth at the 
Youth Center 

• Distribute condoms 

Outputs Direct products or deliverables of the 
intervention, such as intervention 
sessions completed, people reached, 
and materials distributed. 

• 4 interventions conducted 
• 40 MSM youth completed all three 

sessions 
• 500 condoms distributed 

Immediate 
Outcomes 

Immediate results of the intervention, 
such as changes in knowledge, 
attitudes, beliefs, and skills. 

• Perception of HIV risk increased 
• Condom use skills increased 
• Condom use self efficacy increased 

Intermediate 
Outcomes 

Intervention results that occur some 
time after the intervention is 
completed, such as changes in 
behaviors and environmental 
conditions. 

• Condom use increased 

Impact Long-term results of one or more 
interventions over time, such as 
changes in HIV infection, morbidity 
and mortality. 

• HIV rates decreased 

Logic models do take time to develop and often require the contractor to anticipate the flow of 
complex, dynamic processes. However, logic models are a good tool for summarizing 
information for justification and can also help: 

• Make explicit the intended outcomes of the intervention, 
• Help planners recognize when intended outcomes are unrealistic, 
• Show the internal logical consistency of the intervention, 
• Help identify gaps in the plan, 
• Reveal assumptions about how the intervention leads to outcomes, 
• Help contractors be more deliberate about what they are doing, 
• Reveal when resources are not sufficient to achieve intervention outcomes, 
• 	 Help monitor progress by providing a clear plan for tracking changes to the intervention so 

that successes can be replicated and mistakes avoided, 
• 	 Promote communication about the intervention among contractors, funders, community 

members, and other stakeholders, and 
• 	 Focus evaluation of the intervention by revealing appropriate evaluation questions and 

relevant data needs. 
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See the Appendix, p. 85, for materials from Maryland that can be used to train health department 
staff and contractors on logic models. To receive the US-Mexico Boarder Health Association 
training curriculum, Outcomes Based Evaluation Using the Logic Model, July 2000, call the 
Association at 915-833-6450. This curriculum focuses on substance abuse, but could be adapted 
for application to HIV prevention. Additional information about logic models can be found at the 
CDC Evaluation Working Group website at www.cdc.gov/eval/resources.htm#logicmodel. 

Collecting Data on Evidence and Justification 

Contractors need to be able to describe evidence and justification in their intervention plans. 
Some contractors may have difficulty reporting these data because they lack knowledge of the 
evaluation literature, are unfamiliar with the formal language of behavioral science and 
evaluation, and do not have experience in using logic models and other planning frameworks for 
linking behavioral theory and intervention design. In light of these challenges, the following four 
strategies can be used, individually or in combination, to collect intervention plan data for 
evidence and for justification: 

• Request for proposals, 
• Prescribed interventions, 
• Intervention standards, and 
• Community planning. 

Requests for Proposals 

Requests for proposals, contract amendments, and workplans may be used to elicit intervention 
plan data from contractors. Health departments can use this information to judge the sufficiency 
of evidence and justification provided for each proposed intervention. This approach encourages 
contractors to explicitly consider the rationale for their proposed interventions which may result 
in more thoughtful planning and more effective interventions. 

Contractors may need technical assistance to improve their skills in describing evidence and 
justification. Health department technical assistance to contractors has included training them to 
use logic models, providing descriptions of evaluated interventions, and distributing summaries 
of behavioral theories. Building contractor capacity takes time and resources and should be 
considered a long-term strategy. 

See the Appendix, p. 84, for a summary of behavioral science theories. See Using Logic Models, 
p. 25, for additional information about logic models. For information about interventions with 
evidence of effectiveness, see The Compendium, p. 24. 

“We tried to root our RFP on the concepts of scientific basis and justification. As 
part of the application, we asked that every program that was to be funded needed 
to provide some kind of theoretical basis or a logical framework for their 
intervention. They couldn’t just say we’re going to do this, they had to say why 
they were proposing to do it that way. And while we didn’t restrict our funding to 

27




proven effective interventions because we wanted to fund some innovation, I felt 
that every one of our programs gave some rationale for their work. So I can say, 
across the board, that all our programs have some theoretical basis for their 
interventions.” Health Department Staff Member 

Prescribed Interventions 

Interventions may be developed and disseminated by health departments as a way to assure that 
contractors are planning interventions that are supported by evidence and justification. These 
prescribed interventions may specify the objectives, content, and format for the intervention and 
include curricula and other intervention materials. Prescribed interventions may be developed 
through collaboration between contractors, program planners, and behavioral and social 
scientists. Evidence and justification reporting requirements will likely be met when health 
departments fund contractors to implement these prescribed interventions. Contractors may be 
allowed to deviate from prescribed interventions if they can provide sufficient evidence and 
justification to support their proposed changes. 

Intervention Standards 

Standards for intervention implementation may be developed, based on science and theory, to 
describe intervention elements required for specific populations. Intervention standards may 
describe the content and format of the intervention, duration of contact with the client, method of 
delivering the intervention, and other aspects of the intervention considered essential for it to be 
effective. Evidence and justification reporting requirements will likely be met when a health 
department funds interventions that are implemented according to these standards. Intervention 
standards tend to be less specific than the prescribed interventions described above and, 
therefore, may not ensure sufficient data for justification. Supplemental information may be 
requested from contractors to ensure that intervention plan reporting requirements are fully met. 
See the Appendix, p. 86, for an example of intervention standards from Colorado. 

Community Planning 

HIV prevention community planning groups should use information about behavioral science 
theory and evaluation to prioritize interventions. For those prioritized interventions that are being 
funded by the health department, the minimum requirements for evidence will be met and health 
departments may report those intervention plans to CDC as having sufficient evidence. To help 
ensure specificity in reporting requirements for justification, intervention plans submitted by 
contractors should include descriptions of how the proposed intervention will result in the 
specified outcomes in the specific population and in the contractor’s specific setting. The health 
department can then decide if the intervention plan did or did not provide sufficient justification. 

Example: 	 Community planning might prioritize an ILI for IDUs based on research literature 
and behavioral science theory. For the purpose of reporting to CDC, sufficient 
evidence exists for intervention plans proposing to target IDUs with an ILI. For 
justification, however, contractors would need to specify the outcomes for the 
intervention and explain how they would implement the intervention to 
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accomplish those outcomes with this specific population in the proposed 
intervention setting (e.g., street, clinic). 

Summary 

The four strategies for collecting intervention plan data on evidence and justification may be 
combined to ensure the most effective interventions possible and to maximize the quality of the 
intervention plan data. A health department with intervention standards may still require a 
contractor to submit a proposal describing its adherence to the standards so as to ensure that the 
contractor fully understands the importance of these elements to deliver an effective intervention. 
A contractor may also be asked to articulate how the standards will be applied to a particular 
population and setting. Similarly, a contractor may be asked to describe evidence and 
justification in the proposals even if the proposed intervention was prioritized by the community 
planning group based on evaluation research and behavioral science theory. 
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Chapter 5: Process Monitoring 

This chapter: 

• Reviews process monitoring reporting requirements; 
• Distinguishes process monitoring and process evaluation; 
• 	 Presents strategies for data collection including developing data collection tools, collecting 

client-level data, documenting the risk population served by the intervention, and tracking the 
number of intervention sessions received by clients; and 

• Describes three systems for process monitoring data collection and reporting. 

Process Monitoring Reporting Requirements 

Process Monitoring is the routine documentation of data describing the characteristics of the 
population served, the services provided, and the resources used to deliver those services. Health 
departments are required to report annually to CDC aggregate process monitoring data on their 
CDC-funded interventions. The core set of data to be reported for all interventions includes: 

• Type of agency; 
• Number of clients served, categorized by race/ethnicity and gender 3 (except for HC/PI); 
• Number of full time equivalent (FTE) staff used to provide the intervention; and 
• Expenditures for the intervention. 

Some data are only reported for certain interventions. These intervention-specific data are listed 
below. See the Evaluation Guidance volume 1, chapter 4, for a complete description of core and 
intervention-specific data reporting requirements for process monitoring. 

Intervention-Specific Process Monitoring Data Interventions 

Number of clients served by setting ILI, GLI, Outreach 

Number of clients receiving 1, 2, or 3 or more sessions ILI, GLI, PCM 

Number of prevention materials distributed Outreach 

Average number of PCM sessions per client PCM 

Number of partners identified, counseled, tested, and tested positive PCM 

Number of HC/PI interventions by type of agency HC/PI 

3 Reporting data on age is encouraged but not required. 
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Distinguishing Process Monitoring and Process Evaluation 

For this Guidance, process monitoring is distinct from process evaluation. Additional data are 
collected for process evaluation to answer more detailed questions about implementation of the 
intervention. Questions may include: 

• Was the intervention implemented in a manner consistent with its design? 
• Did the intervention reach the population most at risk? 
• What barriers did clients experience in accessing the intervention? 

Process evaluation is strongly encouraged, but not required, by the Guidance. See the Guidance, 
volume 2, chapter 4 for more information about process evaluation. 

Data Collection Strategies 

A health department should choose a process monitoring data collection method that is best 
suited to their jurisdiction. This section describes strategies for process monitoring data 
collection in four areas: 

• Developing data collection tools, 
• Collecting client-level data, 
• Documenting the risk population served by the intervention, and 
• Tracking the number of intervention sessions received by clients. 

Developing Data Collection Tools 

Contractors use various data collection tools to collect and report process monitoring data 
including simple tally sheets for documenting aggregate data about clients served through 
outreach or questionnaires for collecting detailed demographic and risk behavior data for each 
individual client receiving GLI, ILI, or prevention case management. 

Data collection tools may be the same for all contractors in a jurisdiction or they may vary from 
one contractor to another, even when the same type of intervention is being implemented. Health 
departments may choose either way, but it is important to consider the advantages and 
limitations of each approach. 

See the Appendix, p. 87-90, for examples of a data collection tools from Wisconsin, Virginia, 
Maryland, and New Jersey. Suggestions for developing data collection tools and sample 
questions can be found in the Guidance, volume 2, chapter 6. 

Contractors Use the Same Data Collection Tools 

Health departments and their funded contractors can collaborate to standardize process 
monitoring data collection tools. Tools can be designed to collect data needed to meet Guidance 
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reporting requirements, as well as to gather other information of interest in the jurisdiction (e.g., 
client zip code, sexually transmitted disease history). Data collection tools that were in place 
prior to release of the Guidance may be modified to meet reporting requirements or new data 
collection tools may need to be developed. 

Using the same data collection tools facilitates collecting uniform data throughout the 
jurisdiction and enables comparisons across interventions and populations. Development of these 
tools provides an opportunity for collaboration between the health department and contractors to 
define local data needs and helps cultivate “buy-in” to evaluation. 

Some contractors may have invested resources in developing their own data collection prior to 
the Guidance. These contractors may not want to adopt new data collection tools and requiring 
them to do so can erode their support for conducting evaluation. Health departments should 
carefully consider the balance between retaining elements of existing data collection tools and 
establishing new standardized tools for use throughout the jurisdiction. 

“Part of the problem with developing a common data collection system was that 
we had two real distinct groups of contractors. We had people who needed tons of 
help and any system was going to be a challenge for them because they didn’t 
have anything. And we had people that already had something in place and were 
really resentful that we were replacing their system. We sort of made a decision in 
the beginning that if we’re going to have a system, it’s going be a system 
everybody uses. Otherwise we can’t pool the data and make planning decisions.” 
Health Department Staff Member 

Contractors Use Different Data Collection Tools 

Health departments may permit variation in how process monitoring data are collected, with each 
contractor developing and using its own data collection tools. Contractors may continue to use 
data collection tools that preceded the Guidance, or they may modify their tools or develop new 
ones to better meet Guidance reporting requirements. Regardless of the data collection tools 
used, health departments need to ensure that contractors collect the data required for reporting. 

Allowing contractors to use different data collection tools helps avoid the risk of upsetting those 
who are using data collection tools developed prior to the Guidance. However, variation in data 
collection tools will likely yield variation in data quality, limiting comparisons across 
interventions and populations within the jurisdiction. In addition, contractors that do not 
currently have data collection tools, or lack tools that collect data required by the Guidance, may 
not have the capacity to develop these tools on their own. Health departments can provide 
technical assistance to help contractors develop their own tools or they may develop optional 
data collection tools for those contractors that need them. 
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Collecting Client-level Data 

Client-level data collection involves gathering data about each individual client and maintaining 
that information in a database. Client data can then be retrieved, sorted, grouped, and analyzed 
across different variables of interest. In contrast, aggregate data collection combines information 
about all clients served by an intervention and does not retain client-specific data in a database. 
Client-level data can be pooled to yield aggregate data; however, information collected in 
aggregate form cannot be converted to client-level data. 

Health departments can decide if they want to collect client-level data and for which 
interventions. Client-level data collection is usually limited to GLI, ILI, and prevention case 
management because these interventions usually provide sufficient interaction with clients to 
collect this information. Client-level data is rarely, if ever, collected during outreach or HC/PI 
interventions. 

Client-level data collection typically involves assigning a unique identifier or code to each client. 
Linking a client’s code and the client’s data permits tracking of the individual client over time, as 
well as the aggregation, analysis, and reporting of data from multiple clients. The client code 
may be included on questionnaires and other forms for collecting data on client demographics, 
risk behaviors, intervention services received, and other variables of interest. Client codes can be 
generated by the client or the contractor. 

Client-Generated Codes: The client creates a code by responding to a series of prompts, such 
as client initials, birth date, and mother’s first name. With client-generated codes, the code is 
designed so that clients know all the information needed to complete the code themselves, 
though contractors may assist if necessary. 

Contractor-Generated Codes: The contractor assigns a code to a client based on a series of 
prompts, such as provider initials and a number for each consecutive client seen by the 
provider. With contractor-generated codes, the contractor must create the code for the client 
because the client may not have all the information needed (e.g., provider initials). A master 
list is often maintained linking client codes and client names to ensure that clients are 
assigned the same code during subsequent contacts. 

Client Code Examples 

Methods used by different jurisdictions to create client codes are described below. Following 
these, a method suggested by the Health Resources Service Administration (HRSA) is described. 
The examples provided are for a white male, non-Hispanic client named John Doe, born on 
March 16, 1963. John is the fifteenth client served by a provider named Mary Smith. 
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Examples of How to Create Client Codes 

Jurisdiction Who Creates Code How Code is Created Example 

Virginia Client 1st and 3rd letter of first name, 
1st and 3rd letter of last name 

JHDE 

Maryland Client birth month, birth day, complete 
birth year, gender, race, ethnicity 

03161963MWN 

New Jersey Client 1st and 3rd letter of first name, 
1st and 3rd letter of last name, birth 
month, last two digits of birth year 

JHDE0363 

Wisconsin Contractor Provider initials, consecutive 
number from the first client 

MS015 

HRSA creates a client code, called a Unique Record Number (URN), using the following 
method: 1st and 3rd letter of first name (if blank, use the middle initial), 1st and 3rd letter of last 
name (if blank, use the middle initial), birth month, last two digits of birth year, and gender code 
(1=male, 2=female). For example, JHDE03631. After this number is created, it is encrypted, or 
scrambled, using a complex algorithm.  The resulting nine-digit code does not resemble the 
original information in any way. It is virtually impossible to retrace the information in the URN 
or retrace any personal information about a client. Decoding a URN is not feasible; too much of 
the original information is removed during the encryption process to be able to work backwards 
to the original 11 digit information. 4 

Client Confidentiality 

Concerns about confidentiality can hinder efforts to collect client-level data and should be 
considered. Client codes typically avoid using complete names, portions of social security 
numbers, or any other information that may reveal the client’s identity. Even in the absence of 
information that could reveal client identity, clients may perceive the potential for breeches of 
confidentiality and therefore be hesitant to report risk behaviors or to utilize prevention services 
that collect client-level data. These concerns may be particularly salient for clients engaged in 
illegal or stigmatized behaviors. Contractors may also be concerned about confidentiality issues 
and resist collecting client-level data. 

Confidentiality concerns can be addressed in different ways. One health department conducted 
focus groups with clients and learned that they would feel more comfortable if contractors did 
not see client-level data. In this jurisdiction, clients generate their own code and complete 
questionnaires. These questionnaires are placed in a sealed envelope, which the contractor 
collects without seeing the information and sends to the health department for data entry and 
analysis. In a different jurisdiction, clients did not want the health department to have access to 

4 This information about HRSA’s URN comes from the Careware Users Manual, Appendix C. 
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client-level data. In this case, the contractor collects and aggregates client-level data. Only 
aggregate reports are submitted to the health department. Both approaches show a positive 
response to the particular concerns in each jurisdiction. 

Benefits of Client-Level Data 

Collecting client-level data facilitates reporting several process monitoring data elements 
required by the Guidance, including client race, ethnicity, gender, and age; risk population 
served; number of clients served; and number of intervention sessions received for ILI, GLI, and 
PCM. (See p. 38 for more information about documenting the number of intervention session 
received.) In the absence of client-level data, health departments may not be able to report this 
information accurately. These data also may be useful for local evaluation and planning purposes 
beyond the Guidance requirements. 

The advantages of client-level data are contrasted with aggregate data in the following example. 
A three session GLI targeting heterosexuals serves six clients. Jurisdiction A collects aggregate 
data, and Jurisdiction B collects client-level data. Both jurisdictions collect data on risk, race, 
gender, and the number of intervention sessions received. 

Aggregate Data Collection: Jurisdiction A collected and reported the following aggregate data 
upon completing the three sessions GLI. 

Number of clients attending intervention 
sessions by risk, race and gender 

Number of clients attending the first, 
second and third intervention session 

Risk Race Gender First Second Third 
5 Hetero 
1 MSM 

3 White 
3 Black 

3 Male 
3 Female 

6 3 3 

In this example, aggregate data do not permit reporting of client race by gender because these 
demographic data were collected and reported independently. There is no way to identify the 
race of the one MSM client served by the intervention nor is it possible to know how many 
intervention sessions were received by each client (i.e., only the number of clients attending each 
session is known). Without this information it is difficult for Jurisdiction A to report all required 
Guidance data. 

Client-Level Data Collection: Jurisdiction B collected and reported the following client-level 
data upon completing the three session GLI. 

Client Risk Race Gender Number of sessions completed 
Client 1: Hetero White Female 2 
Client 2: MSM Black Male 3 
Client 3: Hetero Black Male 3 
Client 4: Hetero Black Female 3 
Client 5: Hetero White Male 2 
Client 6: Hetero White Female 2 
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In contrast to aggregate data, client-level data reveals greater demographic detail about clients 
served. These data show that the one MSM client was Black and that none of the White clients 
received more than two intervention sessions. These data also reveal that three clients received 
two intervention sessions and three clients received three intervention sessions. This more 
detailed information makes it easier for Jurisdiction B to report Guidance data. 

Client-level data can reduce the need for contractors to collect data each time they see a repeat 
client. For example, if contractors collect demographic and other data during the first contact 
with a client, they can then use the client’s code to access the information for reporting 
subsequent visits. 

Challenges of Client-Level Data 

Client codes must protect client confidentiality. Ideally, these codes are a unique, unduplicated 
identifier for each client. Using last names or portions of social security numbers (e.g., last four 
digits) in the code can decrease the possibility of code duplication. However, these elements are 
usually avoided to mitigate client concerns about confidentiality. Efforts to maintain 
confidentiality can make it difficult to avoid duplication, reducing the quality of client-level data. 

Codes may also be unstable over time for the same client. For example, a client may have 
multiple names or nicknames that undermine the consistency of a code that uses initials or letters 
from their name. It may not be possible, therefore, to create client codes that eliminate the 
possibility of duplication and that are completely stable over time. Duplicate and unstable codes 
can compromise data quality. Health departments should be mindful of these problems and try to 
minimize their occurrence. 

Reporting Risk Population Served 

Contractors report data to the health department about which risk populations were served by 
their interventions (e.g., MSM, IDU). For some intervention types (e.g., PCM), conducting a risk 
assessment can provide data to be used to report on the risk population served. With other 
interventions (e.g., outreach), a risk assessment cannot always be conducted and other methods 
must be used to report on the population served. Three strategies can be used to document the 
risk of clients served by an intervention: 

• Client self-report, 
• Contractor perception, and 
• Intervention intention. 

Although some approaches produce better quality data than others, health departments may 
choose which method they will use. One strategy may be used by all contractors throughout a 
jurisdiction or strategies may vary across interventions and contractors within a jurisdiction. 
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Client Self-Report 

With this strategy, contractors gather self-reported data about risk from the clients they serve. 
Risk-assessment data should always be collected with PCM interventions. Risk assessment may 
also be conducted for clients in GLI and ILI if there is sufficient contact with the client to 
perform an assessment. Data may be collected as part of a comprehensive risk assessment 
appropriate for PCM, may involve a shortened risk assessment tool, or may be a simple 
questionnaire in which clients indicate the risk population to which they belong. Questionnaires 
may be completed by clients themselves or the contractor can elicit the information and complete 
the questionnaire for them. Client codes may be included on the questionnaire to facilitate 
collection of client-level data. (See p. 33 for more information about collecting client-level data.) 

Clients may not always be truthful about reporting their risk behaviors, and the sensitive nature 
of risk behavior questions may alienate some clients. Despite these concerns, self-reported data 
are likely to yield the most reliable information about the risk populations served. Contractors 
may find that clients are more truthful about reporting their risk behaviors as trust and rapport 
develops after several contacts. Under these circumstances, self-reported risk data may give the 
appearance that a client’s risk is initially increasing during the course of the intervention. For this 
reason, contractors may consider waiting until the second or third contact with the client to 
collect risk data; however, if a client does not return for services, then an opportunity to collect 
data during the first contact will have been missed. Health departments are encouraged to 
carefully consider the circumstances under which they would allow a contractor to delay 
collecting data on self-reported risk. 

Contractor Perception 

When it is not possible to collect self-reported data, the risk population served may be based on a 
contractor’s perception of a client’s risk. This approach is often used during outreach 
interventions because it is difficult to conduct a risk assessment during the brief contacts with 
clients typical in this intervention. Accurate reporting depends on contractor knowledge of the 
prevalence of risk behaviors in an outreach location (e.g., gay bar, shooting gallery) or 
knowledge of the particular risk population with whom they are working. Although reporting 
risk based on contractor perception minimizes the possibility of alienating a client by asking 
explicit questions about risk, it is likely to be less accurate than client self-reported data. 

Intervention Intention 

When risk assessment is not possible, and the contractor is unsure of client risk, the risk 
population may be reported based on the intention of the intervention. For example, if an 
intervention is designed to serve MSM, then everyone reached by the intervention is assumed to 
be MSM and is reported as such. This approach may misclassify the risk of some clients and 
yield unreliable data. Although reporting risk in this manner is in compliance with the minimum 
expectations of the Guidance, this method should only be used when there is no alternative. 
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Documenting the Number of Sessions Received 

Health departments are required to report the number of clients receiving only 1, only 2, or 3 or 
more intervention sessions for GLI, ILI and PCM. The number of sessions received by a client is 
one measure of the intensity of the intervention. Documenting the number of sessions is fairly 
easy for ILI and PCM. The one-on-one nature of the interaction between contractor and client 
simplifies record keeping to collect this data. 

GLI can present some unique challenges to documenting the number of sessions because 
attendance may be fluid during the course of the intervention. For example, in a four session 
group-level intervention, some clients may drop out after the first session, others may attend just 
the first and third, and others will participate in all four. With several participants in a group and 
multiple sessions over time, it can be difficult to track the number of sessions received by clients. 

Health departments can use the method they prefer to collect data documenting the number of 
intervention sessions received. The following four strategies are discussed below: 

• Client-level data, 
• Sign-in sheets, 
• Contractor recall, and 
• Client recall. 

One strategy may be used by all contractors in a jurisdiction or health departments may allow 
variation in how these data are collected. Using one strategy throughout the jurisdiction will 
likely yield uniform data, facilitating comparison across contractors and interventions. Variation 
in methods allows flexibility to accommodate the needs of different interventions, but may yield 
data of varying quality. Health departments are encouraged to consider the advantages and 
disadvantages of each strategy and to collect these data in a manner most appropriate for their 
jurisdiction. 

Client-Level Data 

Collecting data on each individual client is one way to document the number of sessions 
received. (See p. 33 for more information about collecting client-level data.) These data can be 
tabulated to determine the distribution of sessions received by all clients. In a variation of this 
method, some contractors use client codes without collecting the risk behavior data that usually 
accompanies client-level data collection. Clients maintain their confidentiality by using their 
code to sign-in for each intervention session attended and these data are used to track the number 
of sessions received. See the Appendix, p. 91, for an example of a sign-in sheet from Maryland. 

Example: 	 A four session GLI is conducted for six clients. Clients sign-in at each session 
using a client code based on the 1st and 3rd letter of their first name, 1st and 3rd 
letter of their last name, birth month, and last two digits of birth year. (See p. 33 
for information about creating client codes.) The following table shows data 
collected after four sessions. 
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Client Code Data for a Four-Session GLI 

Session 1 Session 2 Session 3 Session 4 

CMLA0573 CMLA0573 CMLA0573 CMLA0573 

DVNP0363 

DDRA1164 DDRA1164 DDRA1164 

SKCH0970 SKCH0970 

ARIA1071 ARIA1071 ARIA1071 ARIA1071 

CRMK1265 

This data can be used to determine the number of intervention sessions received, e.g., 2 clients 
attended 1 session, 1 client attended 2 sessions, and 3 clients attended 3 or more sessions 

“One of the biggest problems was collecting information about the number of 
sessions. It was really difficult to track that without having a unique identifier for 
each client. We were asking questions like how many clients completed a one 
session ILI, how many completed two sessions, and that relied on the contractor 
having the ability to track that information. What we found was they just couldn’t 
do it without a client code.” Health Department Staff Member 

Sign-In Sheets 

Clients can use their name to sign an attendance sheet for each intervention session received. 
Attendance is tracked over time to determine the number of sessions received by each client and 
aggregated to determine the distribution for all clients. Although this approach is simple to use, 
clients may not feel comfortable revealing their names or may use different names each time 
they sign in (e.g., nicknames), compromising the quality of the data collected. Any identifying 
information used on the sign-in sheet must be kept confidential. 

Contractor Recall 

This approach relies on the contractors’ ability to recognize clients and remember who did and 
did not attend sessions. Alternatively, contractors may rely on the staff at the agency or 
institution hosting the intervention to remember how many sessions clients attended. Similar to 
the other methods, this information is used to determine the number of sessions received by each 
client and aggregated to determine the distribution for all clients. Although this approach is 
unobtrusive, poor recall can compromise data quality. 

Client Recall 

Contractors can ask clients to self-report how many intervention sessions they have attended. For 
example, at the end of a three session GLI, clients can be asked to report how many of the three 
sessions they attended. Although the simplicity of this approach may be appealing, data cannot 
be collected from clients who do not attend the last session. Data quality may also be 
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compromised by poor client recall and the possibility that some clients will be biased to over-
report the number of sessions they attended. 

Data Reporting and Management Systems Overview 

Data reporting and management systems are used by health departments to collect, aggregate, 
and analyze process monitoring data. These systems establish procedures for monitoring data 
quality, transmitting data from contractors to the health department, creating a database, and 
producing CDC- and jurisdiction-specific reports. Three data reporting and management systems 
are described below: 

• Health Department-Based Systems, 
• Contractor-Based Systems, and 
• Web-Based Systems. 

The key features of each system are summarized on p. 42. No one system is best for all 
jurisdictions. Health departments are encouraged to consider the strengths and limitations of each 
system as they develop a data reporting and management system for their jurisdiction. 

Health Department-Based System 

Health departments use data management software such as Microsoft Access or Excel to enter 
and manage process monitoring data reported to them by their contractors. Contractors typically 
collect process monitoring data on paper forms and submit these records to the health department 
for data entry. 

Jurisdictions using this approach have established different schedules for data submission. Data 
may be sent to the health department after each intervention event or it may be accumulated and 
submitted in batches monthly, quarterly, or bi-annually. In some cases, the contractor collects 
and aggregates data over time and submits a summary report to the health department. This 
approach, however, requires that the contractor has a method for tabulating data. 

Data submitted to the health department are reviewed by health department staff, checked for 
missing or inconsistent data, and either scanned or entered manually into a database. Missing or 
inconsistent data may be identified by visually reviewing the data for apparent errors (e.g., no 
risk population is reported) or by using a computer-based data edit program. This process allows 
the health department to identify and correct reporting errors and to assist contractors in 
improving the quality of future data submissions. 

The health department uses these data to produce reports for CDC in compliance with Guidance 
requirements and may also generate reports for use by health department staff, contractors, and 
other stakeholders. Data management software may be preprogrammed to conduct data analysis 
and produce reports that meet CDC and jurisdiction-specific information needs. 
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Contractor-Based System 

Contractors use data management software housed at their agency to enter and manage their own 
process monitoring data. This approach requires that all contractors have access to a computer 
and data management software and that they are all collecting and reporting the variables 
specified in the Guidance, regardless of the software they are using. Some health departments 
have made standard software available to all contractors. Others have allowed them to use the 
software of their choice (e.g., Microsoft Excel, Access). Contractors typically collect process 
monitoring data on paper forms and later enter the information into a database. In some cases, 
data are entered directly into the computer while the intervention is being conducted, eliminating 
the need for a paper form. 

Data entry is performed by the staff member delivering the intervention or by other staff within 
the agency. Data entry screens can be designed to minimize data entry errors by incorporating 
skip patterns and menus with set options for data entry. After data entry, data can be submitted to 
the health department by e-mail or on diskette, usually on a monthly, quarterly, or bi-annual 
schedule. These data are reviewed, checked for errors, and then combined to create a master 
database at the health department. By checking for missing or inconsistent data, the health 
department can correct mistakes and assist contractors in improving the quality of future data 
submissions. However, since the original data collection forms are usually not submitted to the 
health department, it may be difficult to detect data errors that occurred during the data collection 
or entry process. 

The master database is used to produce reports for CDC in compliance with Guidance 
requirements. Additional reports may also be generated for use by health department staff, 
contractors, and other stakeholders. Data management software may be preprogrammed to 
conduct data analysis and produce these reports. 

Web-Based System 

Contractors may access a web-based system at their agency to enter process monitoring data and 
to transmit the data to the health department. This approach requires that all contractors have 
access to a computer with an Internet connection linked to a web page for data entry. Similar to 
the contractor-based system described above, contractors collect process monitoring data on 
paper forms and later enter the information into the Internet system. Alternatively, they may 
enter the data directly into the computer while the intervention is being conducted, eliminating 
the need for a paper form. 

Data entry screens can be designed to minimize data entry errors by incorporating skip patterns 
and menus with set options for data entry. Data entry and submission to the health department 
generally occurs immediately after the intervention, or on a monthly or quarterly schedule. Data 
are automatically aggregated by the system to create a master database at the health department. 
This database is used to produce reports for CDC in compliance with Guidance requirements. 
Additional reports may also be generated for use by health department staff, contractors, and 
other stakeholders. The system may be preprogrammed to conduct data analysis and produce 
these reports. 
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Combining Systems 

These three systems may be used alone or in combination depending on the needs of the 
jurisdiction. For example, a health department may use a contractor-based system with most of 
their contractors and use a health department-based system for those contractors that do not have 
the capacity to enter and manage their own data. This combination may be used as an interim 
strategy while data entry and management capacity of contractors is further developed. Likewise, 
these strategies may be sequenced over time as part of a developmental approach for the 
jurisdiction. For example, a health department-based system might be used for all contractors as 
a way to closely monitor and improve data quality as a first step in a long-range plan to establish 
a web-based system. 

“The grantees have a choice about doing data entry. Some want to do it and some 
don’t want to do it because it is too complicated for them. They just want to fill 
out the forms, and we’ll get somebody to do the data entry for them here at the 
health department. Those who have the ability and enough staff to actually enter 
data will just do the data entry on site.” Health Department Staff Member 

Key Features of Data Reporting and Management Systems 

Questions Health-Department 
Based System 

Contractor-Based 
System 

Web-Based 
System 

What technology 
is needed? 

Health department 
access to a computer 
and data management 
software 

Contractor access to 
a computer and data 
management software 

Contractor access to 
a computer with an 
Internet connection 
linked to a web page for 
data entry 

How are data 
entered? 

Data entered manually 
or scanned by health 
department staff 

Data entered by 
contractor staff 

Data entered by 
contractor staff 

How is data 
quality ensured? 

Health department staff 
review data collection 
forms for completeness 
and accuracy 

Data entry screens are 
designed to limit data 
entry errors 

Data entry screens are 
designed to limit data 
entry errors 

How are data 
transmitted? 

Paper forms are mailed 
to the health department 

Electronic file is sent 
to the health 
department by e-mail, 
or a diskette is hand 
delivered or mailed 

Electronic file is sent to 
health department via 
the Internet 

Who accesses 
data to produce 
reports? 

Health department staff Health department 
staff and contractors 

Health department staff 
and contractors 
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Choosing a Data Reporting and Management System 

Health departments should consider the strengths and limitations of each approach when 
choosing a data reporting and management system. There are important differences across 
systems in terms of the technology required, responsibility for data entry, mechanisms to monitor 
data quality, implications of the frequency of data submissions, and the ability to access data for 
analysis. These five issues are described below. 

Technology 

Technology needs should be considered when choosing a data reporting and management 
system. Health department-based systems do not require the contractor have computer access or 
literacy; however, health department staff will need skills to establish and manage the database. 
Contractor-based and Web-based systems both require the contractor to have access to a 
computer; the latter is also dependent on an Internet connection linked to a web page for data 
entry. Contractors must also have staff that are literate in the data management software or 
Internet system used. Maintaining staff computer capacity can be challenging given the frequent 
turnover experienced by many contractors. Web-based systems have an added advantage over 
contractor-based systems in that the former avoids the challenge of identifying and deploying 
software compatible with different computers and operating systems. 

Data Entry 

Consideration should be given to contractor and health department capacity to conduct data 
entry. In health department-based systems, health department staff conduct data entry; with 
contractor-based and web-based systems, data entry is performed by the contractor. While the 
burden on the contractor is reduced when the health department assumes responsibility for data 
entry, this task can require significant time and resources from the health department and may 
limit opportunities to develop contractor data entry capacity. However, some health departments 
perform data entry as an interim strategy while simultaneously developing contractor capacity to 
perform data entry in the future. 

Data Quality 

Systems vary in how they monitor data quality. Contractor-based and web-based systems can be 
designed to facilitate correct data entry and reporting. Data entry screens can be constructed with 
menus, internal checks, contractor-specific access codes, and other features that prevent entry of 
spurious data. Data entry screens may even be tailored to the specific intervention the contractor 
is funded to deliver, ensuring that the intervention type and risk population are correctly 
reported. These strategies require standardization of the data entry screen. This is easily 
accomplished with web-based systems or when the health department provides the same data 
management software to all contractors. 

“With the web-based system, there’d be a log-in screen were contractors would 
put in information, like their agency name, and up would pop a list of the 
interventions that matched whatever they were funded to do. This would take them 
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directly to the page where they need to enter the data, so there wouldn’t be any of 
that thought process anymore about how or where to report the information.” 
Health Department Staff Member 

Health department-based systems manage data quality by reviewing paper data collection forms 
submitted by their contractors. The same features for data entry screens described above can be 
used with health department data entry to improve data quality. Health department-based 
systems have the added advantage of allowing health department staff to review and identify 
errors on the original paper forms completed by contractors. Although the other two systems 
typically do not involve reviewing these forms, health departments may ask their contractor to 
submit the paper forms so they can be compared with the electronic data submitted. 

Reporting Schedule 

The frequency of data submission from contractors to the health department is not dependent on 
a particular system, and the implications of reporting frequency vary depending on which system 
is used. For contractor-based and web-based systems, the longer the delay between collecting 
intervention data and reporting it to the health department, the greater the need for contractors to 
store the data until it is reported. Contractors may vary, however, in their capacity to keep their 
data collections forms organized and secure. With quarterly data submissions, contractors may 
be inclined to save their process monitoring data for three months and then enter it all at once. If 
records were not well maintained, the quality of the data may be compromised. With health 
department-based systems, frequent data submissions help avoid a backlog of data waiting to be 
entered at the health department. Regardless of the systems used, frequent reporting enables 
health departments to monitor data quality, intervene quickly when there are problems, and 
conduct interim analysis to help monitor progress in meeting objectives. 

“We have them do the reports monthly because it is hard to respond to problems 
if you are finding out three months after the fact that there is a problem and also 
because of what we know about the reliability of recall. Unless people are filling 
out their forms during the intervention, which some do, some have it on clipboard, 
it is hard to remember and report the data accurately.” Health Department Staff 
Member 

Data Analysis 

Although all three systems can be designed to automatically conduct data analysis and produce 
reports, the ability to access the data and produce these reports varies. With health department-
based systems, the database resides at the health department and contractors depend on the health 
department to conduct data analysis and produce reports for their use. In contrast, contractor-
based systems permit contractor access to the database and allow them to generate their own 
reports, as needed. Web-based systems also permit contractor access to the database; access can 
be restricted so that contractors view data only from their own interventions. 
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Chapter 6: Outcome Monitoring and Outcome Evaluation 

This chapter: 

• Reviews outcome monitoring and outcome evaluation reporting requirements, 
• Distinguishes outcome monitoring and outcome evaluation, 
• Presents criteria for selecting an intervention for outcome monitoring or outcome evaluation, 
• Provides examples of outcomes appropriate for evaluation, 
• Describes the basic design for outcome monitoring, 
• Describes an evaluation design that avoids common concerns about outcome evaluation, and 
• Explains the purpose of an Institutional Review Board. 

Outcome Monitoring and Evaluation Reporting Requirements 

Health departments with at least $1 million in cooperative agreement funding from CDC are 
required to collect and report outcome data for either an outcome monitoring or outcome 
evaluation project during the cooperative agreement period. Health departments may choose 
whether to conduct outcome evaluation or outcome monitoring. The specific reporting 
requirements for these two types of evaluation are described below. 

Outcome Monitoring Reporting Requirements 

Health departments that choose to conduct outcome monitoring are required, for the year 2002, 
to conduct this evaluation with at least 10 percent of their contractors who are implementing 
interventions appropriate for outcome monitoring. These data are to be reported in April 2003. 
For the year 2003, health departments are required to conduct outcome monitoring with 20 
percent of their contractors and report their findings in April 2004. It is up to each health 
department and its contractors to decide which interventions to evaluate. It may be preferable to 
conduct outcome monitoring with a variety of interventions rather than with the same 
intervention across several contractors. 

Reports to CDC on outcome monitoring projects should contain the following information: 

• names and affiliations of evaluators conducting the outcome monitoring; 
• intervention type; 
• intervention goals; 
• target population; 
• evidence and justification for the intervention; 
• copy of instruments and data collection tools; 
• methods of data collection and statistical analysis; 
• appropriate descriptive statistics, including client demographics; 
• summary of findings; and 
• how results will be used for program improvement. 
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Outcome Evaluation Reporting Requirements 

Health departments that choose to conduct outcome evaluation are required to evaluate at least 
one distinct HIV prevention intervention or set of integrated interventions. The intervention 
should be of sufficient design and maturity of development to warrant a rigorous evaluation. The 
evaluation design should be quasi-experimental, using a non-equivalent comparison group or 
multiple measurements before and after the intervention. When feasible, health departments may 
use an experimental design with random assignment of clients to treatment and control groups. 
Any experimental-type design (e.g., assignment of clients to treatment and control groups or 
comparison of outcomes between clients in standard and enhanced interventions) must undergo 
local Institutional Review Board (IRB) approval. No contact with “human subjects” in an 
experimental-type design may take place without local IRB approval. (See p. 52 for more 
information about IRBs.) 

One outcome evaluation report is due to CDC in September 2003 with health departments’ 
applications for funding. The report should contain the following information: 

• names and affiliations of evaluators conducting the outcome evaluation; 
• intervention type; 
• intervention goals; 
• target population; 
• evidence and justification for the intervention; 
• evaluation design and methods; 
• 	 sample sizes for treatment and comparison groups and numbers of participants lost to 

attrition (as appropriate); 
• copy of instruments and data collection tools; 
• methods of data collection and statistical analyses; 
• appropriate descriptive statistics, including client demographics; 
• 	 summary of findings (e.g., attrition, overall outcomes, and any subgroup analyses of 

differences due to demographics, features of the intervention, or other variables); and 
• how results will be used for program improvement. 

Distinguishing Outcome Monitoring and Outcome Evaluation 

Outcome monitoring and outcome evaluation both involve collecting data about client outcomes 
before and after the intervention. Outcome evaluation, however, also collects data from people 
not participating in the intervention or, in some cases, collects data from clients at several points 
in time both before and after the intervention. This difference in how data is collected underlies 
an important difference in what can be learned from these two types of evaluation. 

Outcome monitoring tells you if the expected outcomes occurred. 

Outcome evaluation tells you if the intervention caused the expected outcomes. 
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The difference between outcome monitoring and outcome evaluation is illustrated with the 
following example. A contractor implemented a GLI consisting of four small group sessions with 
heterosexual African American women who are partners of IDUs. One of the stated outcomes is 
to increase condom use by 25%. For outcome monitoring, a questionnaire was used to measure 
condom use before and after the intervention. When the intervention was complete, program 
staff found that condom use increased by 35%. 

The increase in condom use may be the direct result of the intervention or there may be other 
explanations for why condom use increased. Perhaps some women knew that prevention staff 
wanted them to use condoms, and they were not truthful on the final questionnaire, reporting that 
they used condoms more often than they really did. Maybe outreach workers from another 
intervention were recently working in this neighborhood distributing condoms, resulting in 
increased condom use. It is possible that some of the increase in condom use is the result of the 
intervention and some is due to these or other factors. 

In this scenario, outcome monitoring would show that the stated outcome of increasing condom 
use by 25% was exceeded. But outcome monitoring cannot rule out other factors that might be 
responsible for this change. If outcome evaluation where conducted, then the same questionnaire 
would also be used to measure condom use among women not participating in the intervention. 

By comparing changes in condom use among women participating and not participating in the 
intervention, outcome evaluation can better assess how much of the change among participants 
was caused by the intervention and how much was the result of other factors. For a more 
comprehensive discussion of the distinction between outcome monitoring and outcome 
evaluation, see the Guidance, volume 2, chapters 6 and 7. 

Selecting an Intervention for Outcome Monitoring and Evaluation 

Regardless of whether health departments choose to conduct outcome monitoring or outcome 
evaluation, there are important criteria to consider when selecting an intervention to evaluate. 
Outcome evaluation and, to a lesser extent, outcome monitoring are more complex and resource 
intensive than other evaluation activities required by the Guidance. To ensure the effective use of 
evaluation resources, health departments are encouraged to carefully select interventions for 
evaluation that will produce valid findings useful to the health department, contractors, and 
CDC. 

The criteria listed below can be used to screen interventions being considered for outcome 
monitoring and outcome evaluation and to identify one or more good candidates. Health 
departments are free to consider additional criteria relevant to their jurisdiction. If no currently 
funded intervention meets these criteria, health departments can use the criteria to guide efforts 
to strengthen an intervention as a prelude to evaluating. 

SMART outcomes: Intervention outcomes should be Specific, Measurable, Appropriate, 
Realistic and Time-based. If the expected outcomes of the intervention are not clearly stated, 
outcome monitoring cannot assess if the outcomes occurred and outcome evaluation can not 
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determine if the intervention caused these outcomes. Interventions with unclear outcomes should 
not be selected for evaluation. (For more information about creating outcome objectives, see the 
Guidance, volume 2, chapter 3.) 

Defined intervention plan: The intervention should have a strong basis in formal or informal 
theory and clearly explain how intervention activities will lead to the outcomes (i.e., sufficient 
evidence and justification). Without a clear intervention plan it will be difficult to know why the 
expected intervention outcomes did or did not occur. 

Fidelity to the intervention plan: The intervention should be implemented consistent with the 
intervention plan. For a variety of reasons, an intervention is not always implemented as 
intended. Process monitoring and process evaluation data can be used to assess consistency with 
the intervention plan and to help identify interventions appropriate for evaluation. Variation from 
the plan will make it difficult to know what “version” of the intervention caused the outcomes. 
(For a more complete discussion of the relationship between implementation and outcomes, see 
the Guidance, volume 2, chapters 6 and 7.) 

Stability over time: The intervention should not be changed during the evaluation. Changes to 
the intervention will confound understanding of which aspects of the intervention achieved, or 
caused, the stated outcomes. Health departments should consider the organizational strength of 
the contractor implementing the intervention, reliability of funding for the intervention, 
compatibility of the intervention with local laws and ordinances, and other factors that may 
impact the stability of the intervention over time. 

Sufficient reach: Interventions should be considered for outcome monitoring or outcome 
evaluation if they reach a sufficiently large number of clients (i.e., sample size) to apply 
statistical tests necessary for data analysis. The number of clients needed depends on several 
factors, including the evaluation design, the intended outcomes, and the intensity of the 
intervention. (For more information about sample size, see the Guidance, volume 2, chapter 7.) 

Sufficient dosage: Clients should have sufficient exposure to the intervention to result in the 
intended outcomes. Interventions with limited client contact are less likely to result in 
measurable outcomes as compared with interventions that provide more in-depth intervention 
with clients. 

Obtainable data: Interventions should be considered for outcome monitoring or outcome 
evaluation if the data needed to measure outcomes are reasonable and accessible. Health 
departments should avoid attempting outcome monitoring and outcome evaluation on 
interventions that may have difficulty following up clients to collect post intervention data. 

Contractor capacity: The contractor implementing the intervention should have the capacity 
and motivation to partner with the health department to conduct outcome monitoring or outcome 
evaluation. These evaluation activities may place an additional burden on the contractor in terms 
of resources, staff training, intervention monitoring, and data collection. The contractor should 
be well informed about roles and responsibilities in this endeavor and be a willing participant. 
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Utility of findings: An intervention should be selected for which outcome monitoring or 
outcome evaluation will produce findings useful to the health department and its contractors and 
clients. In choosing an intervention to evaluate, health departments should seek to address gaps 
in understanding about interventions within their jurisdiction. 

Developing Outcomes Appropriate for Evaluation 

An important objective of HIV prevention is to reduce HIV incidence by changing risky 
behaviors. Measures of behavior change are preferred for outcome monitoring and outcome 
evaluation. Predictors of behavior change, such as changes in knowledge, attitudes, beliefs, 
skills, behavioral intentions, or other domains, are acceptable for evaluation purposes and are 
preferable if post-intervention data are collected before there is an opportunity for behavior 
change to occur (e.g., immediately after the intervention). When predictors of behavior change 
are used, the evaluation plan should describe the formal or informal theory that explains how 
changes in these domains will lead to behavior change. 

Outcomes should be stated in clear and measurable terms and be appropriate for the intervention 
to enable a good evaluation. For example, “reduce high-risk sexual behavior” may be the stated 
outcome for a given intervention. The meaning of “high-risk” and “sexual behavior” must be 
defined by asking questions such as: Does it include oral sex? and /or Does it include intercourse 
with a long-term partner?  Maybe the only behavior addressed in the intervention is vaginal 
intercourse with an injection drug-using partner. How much these behaviors will be reduced 
must also be considered. Does the intervention intend to entirely eliminate sexual risk behaviors 
for all clients receiving the intervention or just for some? Similarly, one must consider if the 
outcome is appropriate for the intervention. Perhaps the intervention focuses primarily on needle 
use and does not have sufficient emphasis on sexual risk behaviors to result in the desired 
behavior change. Clarification of the intended outcomes of an intervention is an important step in 
preparing to evaluate. (For more information about creating outcome objectives, see the 
Guidance, volume 2, chapter 3). 

Examples are provided below to illustrate the different types of outcomes that may be used for 
outcome monitoring or outcome evaluation and the level of specificity appropriate for their 
description. Health departments may identify other outcomes for the interventions they choose to 
evaluate. These examples are not meant to be a comprehensive list nor are the percentages or 
time frames meant to suggest CDC’s expectations for changes in these particular indicators. 
Health departments should collaborate with their contractors to develop outcome objectives 
appropriate for each intervention and targeted population. (For more information about different 
types of outcome objectives, see the Guidance, volume 2, chapter 6). 
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Examples of Outcomes for Outcome Monitoring and Evaluation 

Behaviors • Consistent use of condoms during vaginal sex with non-main partners will 
increase 30% three months post intervention. 

• Frequency of sharing needles to inject drugs will decrease 20% three 
months post intervention. 

Knowledge • Knowledge about routes of HIV transmission will increase 35% at the end 
of the intervention. 

• Knowledge of where to get free condoms will increase 80% three months 
post intervention. 

Attitudes 
and Beliefs 

• Intentions to use condoms consistently during anal sex with non-main 
partners will increase 40% at the end of the intervention. 

• Self-efficacy to avoid sex while high on drugs will increase 25% three 
months post intervention. 

Skills • Correct condom use skills will increase 75% at the end of the intervention. 
• Skills to correctly clean needles with bleach and water will increase 30% 

three months post intervention. 

Designing Outcome Monitoring 

Outcome monitoring requires, at a minimum, the collection of outcome data at least once before 
and once after the intervention (commonly known as the one-group pretest and posttest design). 
If feasible, health departments are encouraged to collect a second set of follow-up data after the 
intervention. This second set of data helps determine the extent to which changes among clients 
are sustained over time. 

“We’re going to look at how many of our contractors are interested in doing 
outcome monitoring and start to move them in that direction, making it a real 
collaborative process. They’ve already been saying that they’d like to know if 
they’re making a difference and changing behaviors. So we are taking their lead 
on this, and they’ll get lots of technical assistance from us to develop an 
evaluation plan and the necessary tools.” Health Department Staff Member 

Health departments are also encouraged to collect data over time on multiple clients participating 
in the intervention. Combining outcome data from multiple clients participating in the 
intervention yields a larger sample size, enabling statistical analyses that produce more robust 
findings and can, therefore, be more useful to program improvement. 

Interventions appropriate for outcome monitoring include ILI, GLI, PCM, and client-centered 
counseling in the context of HIV counseling, testing, and referral. It may not be feasible to carry 
out outcome monitoring for street outreach and HC/PI because of the difficulty of collecting 
follow-up data after the intervention is complete. (For more information about designing 
outcome monitoring studies, see the Guidance, volume 2, chapter 6.) 
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Designing Outcome Evaluation 

The Guidance states that health departments may use a quasi-experimental design with a non-
equivalent comparison group or multiple measurements before and after the intervention. An 
experimental design with random assignment of clients to treatment and control groups may also 
be used, when feasible. This type of design requires local Institutional Review Board (IRB) 
approval. (For a more complete discussion of evaluation design, see the Guidance, volume 2, 
chapter 7.) 

Health departments and contractors may find it undesirable to use a comparison or control group 
in their evaluation. There may not be sufficient numbers of clients to deliver the intervention to 
some and have others serve as a comparison or control group. Even if there are enough clients, 
ethical concerns may prevent withholding the intervention from some clients. 

“We cannot get a control group here. We’re not in a place where the epidemic is 
horrible, so anybody that we could identify, there’s a space for them in an 
intervention. So sort of prolonging them getting into the intervention, that’s just 
not morally and ethically the right thing that we want to be doing.” Health 
Department Staff Member 

These concerns can be minimized by comparing a basic and enhanced intervention for outcome 
evaluation. This evaluation design is discussed below. 

Comparing a Basic and Enhanced Intervention 

Comparing a basic and an enhanced version of the same intervention is an experimental design 
and requires local IRB approval. It does not, however, withhold an intervention from clients and, 
therefore, avoids some of the concerns associated with the typical use of comparison and control 
groups. In this design, two versions of the same intervention are delivered to two comparable 
groups of clients and each group serves as a comparison for the other. 

Example: 	 A basic intervention involves a two-hour group education session with 
heterosexual male youth. This session uses didactic methods such as lecture and 
video to address basic prevention and transmission issues and a demonstration 
(but not practice) of correct condom use. The enhanced version of the intervention 
involves four, two-hour group education sessions with heterosexual male youth. 
This intervention uses participatory methods such as role play, skills practice, 
problem solving, and facilitated dialogue. The intervention addresses prevention 
and transmission issues and includes several exercises in which participants 
practice condom use skills. 

In this scenario, the participants in one intervention can serve as a comparison group for the 
other. The relative effectiveness of both interventions can be compared by assessing the extent to 
which they each achieved a common set of outcomes (e.g., changes in knowledge, attitudes, 
beliefs, behaviors, and skills). However, because the evaluation lacks a comparison or control 
group that does not receive an intervention, it is not possible to entirely control for other factors 
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that may affect intervention outcomes (e.g., clients receiving another intervention at the same 
time they participate in the intervention being evaluated). 

This evaluation design addresses the need to identify effective alternatives to ineffective 
interventions and avoids ethical concerns about denying client access to the intervention. 
However, if the jurisdiction already has credible evidence that the enhanced intervention is more 
effective that the basic intervention, then the enhanced intervention should not be denied to any 
client and a different basic and enhanced intervention set should be evaluated. Many jurisdictions 
usually do fund some type of basic intervention, and this evaluation design can be used to help 
determine if the basic intervention can be improved. Comparing basic and enhanced 
interventions can be a pragmatic approach to conducting outcome evaluation that meets 
Guidance requirements, avoids some of the concerns related to other designs, and is compatible 
with the array of intervention types being conducted in many jurisdictions. 

Institutional Review Boards 

An IRB is a group established to protect the welfare of human subjects recruited to participate in 
biomedical or behavioral research. IRBs are responsible for reviewing and supervising proposed 
research to make sure they are in compliance with minimum standards for protection of human 
subjects. 

Health departments must receive IRB approval when conducting outcome evaluation using an 
experimental-type design, such as assignment of clients to treatment and control groups or 
comparison of outcomes between clients in basic and enhanced interventions. Contact with 
human subjects in an experimental design is only permitted with local IRB approval. IRB 
approval pertains to the health department that funds the intervention undergoing outcome 
evaluation as well as to the contractor(s) implementing the intervention, known as the 
“performance site” for IRB purposes. Depending on the jurisdiction, local IRB review and 
approval may be required for evaluation designs other than experimental-type designs. Health 
departments should check with their IRB before starting outcome evaluations. 

Health departments conducting outcome evaluation using an experimental-type design will need 
to submit to CDC a copy of their application to their local IRB, including the evaluation protocol 
and a copy of the IRB’s response. Because CDC is not a co-investigator in the outcome 
evaluation, health departments do not need to apply for approval from the CDC’s IRB. 

IRBs review research protocols to ensure that they comply with standards for protection of 
human subjects as described in the Federal Policy (also know as the Common Rule). Health 
departments and contractors conducting outcome evaluation with an experimental-type design 
must enter into a binding commitment to the Common Rule before research begins. The 
document containing this binding commitment is called an “assurance.” There are several types 
of assurances including: Multiple Project Assurance, Federal-wide Assurance, Inter-Institutional 
Amendment, Cooperative Amendment, Single Project Assurance, and Cooperative Project 
Assurance. Each type of assurance is appropriate for different circumstances. 
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IRBs are registered with the Office for Human Research Protections (OHRP), US Department of 
Health and Human Services. An OHRP website maintains extensive information on IRBs and the 
different types of assurances (http://ohrp.osophs.dhhs.gov). The following website can be used to 
identify local IRBs: http://ohrp.osophs.dhhs.gov/humansubjects/assurance/iorg-a-f.htm. 
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Chapter 7: Evaluation Plans 

This chapter: 

• Reviews the reporting requirements for evaluation plans and 
• Describes information in excess of the requirements that may be included in evaluation plans. 

Evaluation Plan Reporting Requirements 

CDC requires that each health department create an evaluation plan prior to beginning the 
evaluation activities described in the Guidance. Health departments submitted their initial 
evaluation plans to CDC in September 2000, along with their funding applications for fiscal year 
2001. Evaluation plans should be revised annually and submitted to CDC. 

The evaluation plan outlines the activities the health department will undertake to implement the 
Guidance and meet reporting requirements. The goal is for the health department to create a plan 
that will guide the collection and reporting of evaluation data that meet each of the Guidance 
reporting requirements, improve HIV prevention efforts, and inform stakeholders of the progress 
made in HIV prevention. 

At a minimum, the evaluation plan should answer the three questions listed below. Sub-topics 
are included for each question to further clarify the types of information to be addressed. These 
questions represent a simplification of the six steps for creating an evaluation plan listed in the 
Guidance, volume 1, chapter 8. 

1. How will each of the Guidance reporting requirements be met? 
• 	 What is the health department’s plan to meet Guidance requirements including 

timelines, roles, and responsibilities for staff and contractors? 

2. How will evaluation data be collected, managed, and used? 
• What systems are currently in place to collect and manage required data? 
• 	 How and when will systems to collect and manage required data be improved (if 

necessary)? 
• How are evaluation data currently being used, and by whom? 
• How will evaluation data be used in the future? 

3. What are the evaluation technical assistance (TA) needs for the jurisdiction? 
• 	 What are the unmet evaluation TA needs of health department staff, contractors, and 

other relevant stakeholders? 
• How and when will unmet TA needs be addressed? 

Health departments may choose how to organize this information in their evaluation plan. The 
most common approach used by health departments for plans submitted in September 2000 was 
to organize the plan according to the chapters of the Guidance. Using this approach, health 
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departments can clearly describe how required data will be collected, managed, and used for 
each reporting requirement, as well as describe any unmet evaluation TA needs related to 
meeting those requirements. Technical assistance needs that are not specific to a Guidance 
chapter, or that relate to several aspects of the Guidance, can be described in a separate section. 
Another common approach was to organize the plan according to the goals and objectives for 
implementing Guidance activities. Within this structure, the plan describes action steps for 
meeting Guidance requirements; collecting, managing, and using evaluation data; and identifying 
and addressing TA needs. 

CDC requires health departments to update their plans annually. Jurisdictions may choose to use 
one of the formats described above, or any other structure they prefer, for revising their plan and 
clarifying how they will proceed with Guidance activities. (For more information on creating an 
evaluation plan, see the Guidance, volumes 1 and 2, chapters 8 and 9.) 

Reporting Additional information 

CDC undertook a national review of evaluation plans submitted in September 2000, to better 
understand progress in Guidance implementation. A data abstraction form was developed to 
guide analysis of what information was and was not described in the plans. To ensure a 
comprehensive review, this form enabled abstraction of information that exceeded expectations 
for evaluation plans as described in the Guidance. When the results of this review were shared 
with health department staff, several suggested that the data abstraction form could serve as a 
useful guideline for health departments interested in further developing their evaluation plans. 

Health departments may include information in their evaluation plan that exceeds the minimum 
reporting requirements. However, this is not expected or required. For those that choose to go 
beyond the minimum requirements, the following list of topics, gleaned from the data abstraction 
form, may provide ideas about other information to include in the plan. Health departments may 
choose to address one or more of these issues, or may include any other information they deem 
relevant. 

Additional Information That May be Included in Evaluation Plans 

• 	 Health department and non-health department resources and capacity for evaluation 
including overall funding, supplemental funding, non-CDC funding, evaluation staff, and 
consultants. 

• 	 Systems for using the Guidance risk population and intervention definitions for reporting and 
strategies for reconciling differences between the Guidance definitions and jurisdiction-
specific definitions. 

• Barriers to collecting data on any particular variables (e.g., age data, scientific basis) 
• Methods for designing and delivering interventions that can be evaluated. 
• 	 Evaluation activities in excess of Guidance requirements, such as process evaluation and 

quality assurance. 
• Approaches to collaborating with stakeholders to develop the evaluation plan. 
• Strategies to get evaluation buy-in from stakeholders. 
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Chapter 8: Beyond the Guidance 

This chapter: 

• Describes why health departments and contractors may not “buy-in” to the Guidance, 
• Suggests strategies for developing support for evaluation, and 
• Lists ways Guidance data can be used to improve prevention efforts in the jurisdiction. 

Developing Evaluation Buy-In 

Implementation of Guidance activities is facilitated when health department staff and contractors 
see the benefit of collecting, managing, and using evaluation data. Health departments who have 
achieved some successes in Guidance implementation report that developing evaluation “buy-
in,” both internally and with their contractors, was an essential step in their process. For a variety 
of reasons, however, contractors and health department staff may resist the Guidance and its 
reporting requirements. 

Challenges to Getting Buy-in 

Contractors and health department staff may be concerned about the time and resources 
necessary to collect and report Guidance data. In general, they consider service delivery to be 
their first priority, and the Guidance may not be valued unless they feel the data can be used to 
improve their prevention programs. Some may consider data collection activities to be 
potentially disruptive to service delivery and damaging to client trust and rapport. In addition to 
these concerns, some may fear that evaluation results will suggest that interventions are not 
successful and will negatively affect funding. Although many jurisdictions had data collection 
and reporting systems in place prior to the Guidance, the increased emphasis on intervention 
plans and process monitoring may amplify any existing concerns that interventions will be 
deemed ineffective. 

“There’s a big fear that evaluation means we’re going to find out something bad 
about their intervention and the next year their money’s going to be gone. A lot of 
it just has to be education that that’s not what this process is about, that it is 
about making sure we’re delivering the most appropriate services.” Health 
Department Staff Member 

Strategies for Getting Buy-in 

Contractors and health department staff are motivated to implement evaluation systems that yield 
useful data. Health departments are encouraged to consider how data will be used to improve 
prevention efforts within their jurisdiction as they plan for implementation of Guidance 
activities. The Guidance represents only a minimal data set and, therefore, health departments 
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may want to consider additional data needs within the jurisdiction that can be addressed by 
evaluation systems established to meet Guidance requirements. 

Some health departments collect data in excess of Guidance requirements to address local 
evaluation needs, including: 

• Client state of residence, county, and zip code; 
• Client STD history and HIV status; 
• Client knowledge, attitudes, and beliefs related to HIV risk; 
• Behavioral and situational co-factors for HIV risk; 
• Topics and skills addressed in the intervention; and 
• Contractor demographics and training relevant to the intervention. 

Health department are encouraged to present the Guidance to contractors as an opportunity to 
gather data to improve programs locally, and not just as a CDC requirement. Using this 
approach, contractors are more likely to consider how they can use the data themselves and, 
perhaps gather additional data to address local evaluation needs. 

“It’s worth the time to put in place a substantive data collection process locally 
that responds to immediate and longer term needs. Really spend the time before 
you get into the technical aspects of data collection to ask the questions you really 
want answered, then apply the technical analysis to what is possible. A lot of us 
shoot ourselves in the foot by constructing data systems to meet minimal 
requirements, which end up being a lot of work and a lot of time and a lot of 
burden on the contractor where a little more thinking would have gotten you a lot 
more useful data.” Health Department Staff Member 

Regardless of whether data collection is limited to or exceeds the Guidance requirements, health 
departments should consider collaborating with their contractors to design procedures for data 
collection and reporting. Engaging contractors in the process of developing data collection 
instruments, deciding how evaluation data will be used, and planning other aspects of the 
evaluation system can help address concerns about evaluation’s impact on service delivery, 
foster ownership of the evaluation process, and develop buy-in for evaluation activities. 
Consistent with the community development approach used in some HIV prevention 
interventions, involving the contractor “community” in creating and deploying the jurisdiction’s 
evaluation system can enhance evaluation behavior. 

“The contractors who are generating the data are one of your end users and so 
their needs have to get met. Having them generate the broad questions as well as 
working on the implementation steps really saves you not only a lot of political 
headache but actually a lot of practical headache, because they can tell you what 
won’t work, and they always come up with stuff that you would never think of 
from your desk in the main office. They really have their finger on the pulse of 
what their staff are capable of.” Health Department Staff Member 
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Although Guidance requirements may increase the data collection burden on contractors, 
evaluation systems can be designed to reduce reporting burden. Health departments are 
encouraged to eliminate redundancies between quantitative data required by the Guidance and 
the qualitative narrative reports some health departments require of their contractors. Narrative 
reports to the health department may provide important information about interventions and 
should be maintained at the discretion of the jurisdiction. However, health departments should 
continue to identify and eliminate areas of overlap in their reporting procedures. Contractors 
have and will welcome these improvements. 

The magnitude of contractor evaluation responsibilities can also be reduced when the health 
department manages contractor data. When contractors are allowed to send client-level data to 
the health department for data entry the contractor no longer has to tabulate and report aggregate 
data, eliminating a time-consuming task that many contractors are happy to avoid. (See p. 33 for 
more information about client-level data.) Some health departments have reduced the burden on 
contractors by allowing them to use a portion of their prevention funds to support evaluation 
tasks or by allocating additional resources for this purpose. 

Using Evaluation Data 

An important goal of the Guidance is to provide information to improve prevention services. 
Although the Guidance is still early in implementation and health departments have not yet had 
an opportunity to fully explore all the ways the data may be used, several suggestions for using 
the data have emerged. These ideas are listed below. Health departments are encouraged to 
explore these and other opportunities to use evaluation Guidance data to strengthen their 
prevention efforts. 

“The contractors are excited about actually receiving feedback reports about 
what they did. Contractors will submit process and outcome data and we’ll 
develop standardized reports so they can monitor their own progress. We’ll 
provide feedback at the agency-level and the health department will probably 
look at this across agencies within intervention types.” Health Department Staff 
Member 

Planning Interventions: Intervention plan and process monitoring data can help increase 
contractor awareness of the range of possible interventions; highlight important distinctions 
between different intervention types; and improve the quality of interventions through 
consideration of evidence, justification, and sufficiency of the service plan. These data can also 
prompt contractors to be more specific about the risk behaviors they want to change and the 
rationale for how they would conduct an intervention to achieve these changes. Process 
monitoring data in particular can inform subsequent intervention plans, especially estimates of 
the number, demographics, and risk behaviors of clients to be served. Using past performance to 
inform future plans provides a basis for contractors and health department staff to identify 
realistic expectations for intervention performance. 
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“One thing we discovered was how many agencies are doing AIDS 101, which 
may have been considered by some to be a group-level intervention. But it’s not, 
and the Guidance was useful in helping people to understand what an 
intervention is and is not.” Health Department Staff Member 

Monitoring Interventions: Intervention plan and process monitoring data can be compared to 
assess the congruence between the intentions of an intervention and its actual performance. This 
assessment can occur during implementation to identify opportunities to strengthen the 
intervention during the funding cycle and at the end of a contract to inform decisions about 
future resource allocation and ways to improve interventions for the next funding cycle. 

“One of our contractors who worked with gay youth had done some group-level 
interventions and had planned a three- or four-session group. By tracking that 
they found that the implementation was really very shaky because the youth would 
go to one session but not commit to attending three or four. And it was through 
looking at the process measures that they saw this.” Health Department Staff 
Member 

Identifying Gaps: Process monitoring data can be used by community planning groups to 
document the extent to which interventions are reaching high-priority populations with priority 
interventions. This information is an important component of a resource inventory –– a 
requirement for community planning groups –– and can help identify current gaps between 
prevention priorities and actual performance. Identification of gaps in prevention services can 
guide future efforts to better reach priority populations with priority interventions. 

“We’ve talked about being able to do some mapping, something real visual where 
people could actually see where the GLIs are located and map that on top of 
where our HIV rates were high and be able to see holes.” Health Department 
Staff Member 

Focusing Evaluation: Process monitoring data help select interventions that are appropriate for 
more in-depth study using outcome monitoring and outcome evaluation and, in this way, ensure 
the effective use of evaluation resources. These data can be used to identify interventions that 
demonstrate fidelity to the intended program model, reach a sufficient number of clients, and 
meet other criteria necessary for an intervention to be evaluated. (See p. 47 for more information 
about selecting interventions for evaluation.) 

Securing Funds: Evaluation help document intervention success in reaching risk populations. 
This information can be used to support funding applications submitted to health department and 
non-health department sources to continue the intervention. Documentation of intervention 
success is increasingly expected from contractors by a variety of funders, and these data can 
support efforts to expand the resources available to support prevention services. 

Improving Communication: Intervention plan and process monitoring terms used in the 
Guidance establish a common language for planning and evaluation in general, and for 
describing populations and interventions specifically. This helps to facilitate communication 
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among contractors, between contractors and the health department, and between the health 
department and CDC. Improved communication contributes overall to the use of evaluation data 
and the improvement of prevention services. 
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Chapter 9: Guidance FAQs 

Listed below are CDC’s answers to frequently asked questions (FAQs) about the Guidance. 
These FAQs were previously distributed at CDC’s 2001 First Annual HIV Prevention Program 
Evaluation Meeting in Atlanta, June 19-20, 2001. They are reproduced here and some additional 
questions and answers have been added. Questions were identified from three sources: 1) issues 
that emerged during the initial Guidance trainings for health departments conducted in Atlanta, 
January - March 2000, 2) issues identified during interviews with health departments and other 
stakeholders conducted during the development of this manual, and 3) Guidance-related 
technical assistance requests to CDC. Answers to these questions were developed and approved 
by CDC with input from NASTAD, health department representatives, and other stakeholders. 

Time Lines and Dues Dates 

May jurisdictions phase-in process monitoring? 

Data are due in April 2001. As is the case for all issues and concerns about the Evaluation 
Guidance, issues and concerns about the submission of process monitoring data should be 
discussed with project officers. CDC is aware of the challenges health departments may face in 
securing process monitoring data, especially for the first time, and will work with jurisdictions to 
help resolve any problems. 

How should we coordinate the timing of process monitoring data and the progress reports? 

Progress reports on activities that took place the previous year are due each April. Data on 
monitoring the implementation of prevention programs are due in April since the data cover 
activities that occurred the previous year. The first set of data for monitoring program 
implementation is due in April 2001 for the period, January - December 2000. 

Since individual jurisdictions may have unique funding cycles, how should intervention 
plan data be reported? 

Intervention plan data (chapter 3 of the Evaluation Guidance) should be submitted to CDC in 
September with health departments’ applications for cooperative agreement funding. 
Intervention plan data cover the period January - December 2001. CDC is aware that some 
jurisdictions may not have their intervention plan data available in September because contracts 
with grantees for the year beginning January 1 may not be in place then. These situations should 
be discussed with project officers and a reasonable deadline for submitting the data should be 
agreed upon. 
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For outcome evaluation, what is actually due in September 2003? 

Grantees receiving at least $1 million in cooperative agreement funding who choose to conduct 
outcome evaluation are to report the results of an outcome evaluation of at least one intervention 
in September 2003. The types of information to report are described in Volume 1 of the 
Evaluation Guidance. The Supplemental Handbook, Volume 2 of the Evaluation Guidance, 
contains more information on how to conduct outcome evaluation. Technical assistance requests 
should be channeled through project officers. 

Membership Grid Data 

Where do you count people on the membership grids who work with a population but 
aren’t actually members of that population (e.g., people who counsel IDUs but aren’t IDUs 
themselves)? 

The “membership grids” ask for CPG (community planning group) representation by primary 
and secondary agency and primary and secondary expertise (among other types of 
representation). If persons work with at-risk populations but are not actually members of the 
population, they could be counted as an agency representative and/or a representative with 
expertise in behavioral or social science or interventions. 

Evaluating Linkages 

For Chapter 5 of the Evaluation Guidance on evaluating linkages between the prevention 
plan, funding application, and resource allocation, are jurisdictions to report service units 
or number of interventions? 

Chapter 5 discusses the evaluation of two types of linkages: 1) linkages between the 
comprehensive HIV prevention plan and the CDC funding application and 2) linkages between 
the comprehensive HIV prevention plan and resource allocation. 

To evaluate linkages between the comprehensive HIV prevention plan and resource allocation, 
jurisdictions should compare interventions funded in the previous year with interventions 
recommended in the prevention plan for that year. It is suggested that jurisdictions submit the 
worksheet found in the appendix to Chapter 5. That worksheet asks for interventions 
(recommended in the plan and funded) by name of intervention, not by service units or numbers 
of interventions. 

To evaluate linkages between the comprehensive HIV prevention plan and the CDC funding 
application, jurisdictions are asked to report which recommended interventions in the plan are 
not included in the application. There is a worksheet in the appendix to Chapter 5 that can assist 
jurisdictions in listing the interventions recommended in the plan and funding application. 
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Jurisdictions should note that the interventions in the comprehensive HIV prevention plan that 
are compared to the CDC funding application and to resource allocation could be intervention 
types, such as individual-level counseling and street outreach, or interventions at specific 
locations such as individual-level counseling carried out at the St. James public housing 
development, or outreach conducted at the corner of 14th Street and Mulberry Place. Also, the 
target populations in the comprehensive prevention plan may not be the same as the target 
populations in the Evaluation Guidance. The Evaluation Guidance uses risk population 
categories, including MSM; MSM/IDU; heterosexual contact; and mother with/at risk for HIV 
while jurisdictions may have target populations in their plans that are not based on a risk 
behavior, such as the homeless, youth, and incarcerated persons. 

Beyond these evaluations of linkages, jurisdictions are free to perform enhanced evaluations of 
linkages that will provide additional data useful for community planning. For example, an 
expanded worksheet could be used to indicate interventions that do not have CDC funding, such 
as interventions funded by the state. This enhanced information will minimize the appearance of 
“gaps” in service. 

Can alternative means of demonstrating linkages between comprehensive plans, 
applications, and funded interventions be used instead of the forms in the Guidance? 

The data on linkages need to be reported to CDC; the example forms in the Guidance are 
provided for reporting convenience. Other ways of reporting the same data are acceptable. 

The Evaluation Guidance requests minimum data on the demonstration of linkages; jurisdictions 
may report additional data. CDC understands that looking at interventions funded solely by CDC 
funding may create the “appearance” of gaps, when - in fact - the gaps are filled by interventions 
receiving non-CDC funds. 

Issues Related to Both Intervention Plans and Process Monitoring 

On the forms for intervention plans and process monitoring, should we count all clients if 
the intervention is only partially funded by CDC, or should we use a “pro-rated” number? 

For interventions where CDC cooperative agreement funding is only one funding source, health 
departments should “pro-rate” the number of clients who receive the intervention with CDC 
cooperative agreement funding. Departments should know what percentage of funding 
cooperative agreement funds represent for the intervention and use that percentage to figure out 
the “pro rated” number of clients. For example, if CDC cooperative agreement funding 
represents 75 percent of the funding for the intervention, then 75 percent of the clients should be 
considered CDC clients. The gender, race and ethnicity of these clients (and their ages, if 
possible) should also be identified. The distribution of gender, race and ethnicity for the 75 
percent should represent the distribution for all clients receiving the intervention. For example, 
there are 100 clients; 50 are African American males; 25 are Latino males; and 25 are White 
males. The jurisdiction would report 75 clients: half (50 percent) are African American males = 
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38 African American males; 25 percent are Latino males = 19 Latino males; 25 percent are 
White males = 18 White males. 

The forms in the Evaluation Guidance on process monitoring ask for statewide definitions 
or guidelines for the intervention being reported on, but the forms for intervention plans 
do not ask for this information. What does CDC want and when should the material be 
submitted? 

CDC would like to receive one set of definitions or guidelines for each jurisdiction’s 
interventions. This material should be submitted with intervention plan data since those data are 
due before the process monitoring data. For convenience, jurisdictions may submit one master 
list, rather than separate definitions or guidance for each risk population per intervention. 

The forms in the Evaluation Guidance on intervention plans and process monitoring ask 
about interventions provided by various types of agencies. How are minority CBOs, faith 
communities, and individual agencies defined? 

A minority board CBO has a board or governing body composed of greater than 50 percent of 
the racial/ethnic minority population to be served, and members of the racial/ethnic minority 
population to be served must serve in greater than 50 percent of key positions in the 
organization, including management, supervisory, administrative, and service provision 
positions. 

The Evaluation Guidance refers to “Faith Community.” For the Evaluation Guidance, a faith 
community can include faith-based CBOs as well as other faith-based entities funded to carry out 
HIV prevention, such as a coalition of clergy. Specifically in regard to faith-based CBOs, CDC 
defines them as organizations that have a faith, spiritual, or religious focus or constituency, and 
have access to local faith, spiritual and religious leaders and communities. Examples of faith-
based CBOs include individual churches, mosques, temples, or other places of worship; a 
network or coalition of churches, mosques, temples, or other places of worship; or a CBO whose 
primary constituents are faith, spiritual, or religious community organizations or leaders. 

“Individual” does not refer to an agency, but to an individual person not affiliated with a public 
or private agency or organization; e.g., an individual hired as a consultant. 

How do you report the type of agency when it can fit more than one category for 
intervention plan and process monitoring data? 

Health departments need to decide on just one code for an agency that can fit more than one 
code. Choose the description that BEST describes the grantee or the one code the grantee would 
use to describe itself. 
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Should the client designation on the Evaluation Guidance forms that reads “Asian/Pacific 
Islander” be reworded to separate Asian and Pacific Islander? 

The race and ethnicity designations on the forms are being revised to conform to federal 
reporting requirements established by the Office of Management and Budget and CDC 
guidelines for consistency in data collection. The races will include “American Indian or Alaska 
Native;” “Asian;” “Black or African American;” “Native Hawaiian or other Pacific Islander;” 
and “White.” The forms will also include “Hispanic or Latino,” and “Not Hispanic or Latino.” 
These revised forms will be available next year and should be used for the submission of 
intervention plan data in September 2001 (covering the period, January - December 2002) and 
process monitoring data in April 2002 (covering the period, January - December 2001). 

What is the definition of Hispanic? 

Hispanic or Latino is defined as “a person of Cuban, Mexican, Puerto Rican, South or Central 
American, or other Spanish culture or origin, regardless of race.” 

How should race and ethnicity be recorded when data are based on observation for 
outreach? 

Best estimates should be used to record and report process monitoring data. 

Why do the Evaluation Guidance forms include an “unknown” category for gender but not 
for race and ethnicity? 

As noted above, the forms are being revised to meet federal directives and be more consistent 
internally. 

Why are there different age categories on the Evaluation Guidance forms compared to the 
budget tables? 

The budget tables refer to age in regard to budgets for one category – “young people” 13 to 25 
years of age. The Guidance forms have three categories for age: 19 or younger; 20 - 29; and 30+ 
years old to capture three important age distinctions: youth, young adults, and older adults. The 
Division of HIV/AIDS Prevention is working to reconcile any differences in the ways age data 
are reported. Since different branches may report and/or collect age data in different ways (for 
example, one group may want more fine-tuned data than three categories will allow), CDC is 
working to assure that data can be “collapsed” so the categories can fit one another. 

Will CDC understand that differences between intervention plan data on clients to be 
served and data on clients served in process monitoring may be due to difficulty 
documenting risk behaviors rather than interventions failing to reach clients? 

Yes. CDC requests that health departments explain these challenges in a narrative format. 
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Intervention Plans 

For intervention plans, should jurisdictions estimate clients or contacts? 

Ideally, the best estimate for unduplicated clients to be served by the particular intervention 
should be reported. However, contacts are acceptable for outreach only. For all data collection by 
intervention, jurisdictions should do their best to collect unduplicated client counts. 

If community planning considers scientific evidence and justification when prioritizing 
interventions, and the health department then funds these interventions, does this meet 
requirements for scientific evidence and justification for intervention plans? Or are 
grantees expected to submit additional information on scientific evidence and justification? 

CDC’s Guidance on HIV Prevention Community Planning, calls for CPGs to prioritize 
populations at high risk for HIV and to prioritize culturally and linguistically appropriate 
interventions for them. Criteria to be considered in prioritizing interventions include outcome 
effectiveness; relative costs and effectiveness; sound scientific theory when outcome 
effectiveness information is lacking; and values, norms, and preferences of the communities for 
whom services are intended. The Guidance states, “At a minimum, the community planning 
groups must provide a clear, concise, logical statement as to why each population and 
intervention given high priority was chosen.” 

With this in mind, intervention plans that include populations and interventions based on the 
priorities set in the comprehensive HIV prevention plan will meet the requirements for “evidence 
or theory basis for the intervention.” This is the very minimum criterion for asserting the 
evidence or theory basis for the intervention. However, the community planning process will 
most likely not go into enough detail to provide evidence to justify application to the target 
population AND setting. In order to assert justification for the target population and setting, CDC 
prefers that health departments request logic models or depictions of program theory from 
applicants and/or grantees that show the proposed relationship between the intervention and 
expected outcomes for the particular target population in a particular setting. 

Health departments that have Requests for Proposals (e.g., requests for applications, invitations 
to negotiate, etc.) that ask applicants to specifically discuss the evidence or theory basis of 
proposed interventions as well as justification for application to the target population and setting 
will meet requirements for scientific evidence and justification. In addition, if the RFPs also ask 
applicants to specifically discuss factors relating to the sufficiency of the service delivery plan 
(e.g., provider training and supervision, quality assurance and accountability mechanisms), this, 
too, will meet the requirements for sufficiency of the service delivery plan. 

If the criteria above are met, grantees should not be expected to submit additional information. 
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What are the minimum bounds of acceptability for scientific evidence and justification for 
intervention plans? What would be an example? 

Chapter 3 of the Evaluation Guidance contains discussion of how to assess the intervention’s 
evidence basis and how to assess the intervention’s justification to the target population and 
setting. There is also discussion on how to determine the sufficiency of the service plan. More 
extensive discussion is found in Chapter 3 of Volume 2: Supplemental Handbook. CDC’s 
Guidance on community planning, referenced above, is another source of information on factors 
to consider in prioritizing interventions. 

As noted above, the minimum bound of acceptability for scientific evidence is compliance with 
the CPG-approved priorities in the comprehensive prevention plan. However, the minimum 
bound of acceptability for justification is a logic model or program theory description that shows 
the relationship between the intervention and expected outcomes for the particular target 
population in a particular setting. If health department grantees were funded based on 
applications that provided a high quality discussion of the evidence or theory basis of 
interventions and justification to the target population in a particular setting, then those 
descriptions are acceptable. 

What should one do if the intervention changes after it has been funded? Should health 
departments submit revised intervention plans? What are the implications for comparing 
intervention plan and process monitoring data? 

The intervention plan data that health departments submit to CDC may be considered 
“benchmark” data for health departments and CBOs to use to set the stage for process 
evaluation; that is, understanding how and why process monitoring data differ from intervention 
plan data. If process monitoring data reveal that fewer (or even more) clients are being served 
than anticipated by intervention plan data or that different populations are being reached than 
those originally targeted, this is useful information to use to modify interventions to realistically 
meet client needs. This information should then be used to set more realistic plans for the next 
year. 

If, for example, an intervention is dropped and another one added for a target population, this 
information should not be submitted to CDC. Health departments should not submit revised 
intervention plan data to CDC. Intervention plan data are to be submitted only once a year. 

CDC recognizes that intervention plans change and a strict comparison of intervention plan and 
process monitoring data would often show major differences between the two sets of data. 

What is to be written in the “Notes/Comments Field” on intervention plan forms? 

As the Evaluation Guidance indicates, the “Notes/Comments Field” is an optional field health 
departments may use to provide explanation, clarification, or additional information about the 
data provided on the form. Health departments are not required to provide notes or comments. 
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Intervention Definitions 

How do we distinguish between individual level interventions (ILIs) and counseling and 
testing in process monitoring? 

An ILI may or may not lead to testing, and all ILI clients seen outside of the counseling and 
testing site per se -- whether they go on to get tested or not -- are counted in process monitoring 
for ILIs. Clients who are counseled as part of pre-test counseling should not be counted as ILI 
clients. Counseling and test site clients are reported on the HIV counseling and testing report 
form. 

Is outreach for counseling and testing not considered part of outreach? 

“Outreach” is generally defined as educational interventions conducted face-to- face in places 
where clients congregate. For the purpose of the Evaluation Guidance, outreach solely for the 
purpose of getting clients into counseling and testing, should not be included under “Outreach.” 

In regard to “Partner Counseling and Referral Services (PCRS), for intervention plans and 
process monitoring, are we counting HIV+ index cases or the partners of HIV+ persons who are 
notified and counseled? 

The first page of the forms for intervention plan and process monitoring data for PCRS (“HIV-
Infected Clients to Receive PCRS with CDC Funds” and “HIV- Infected Clients Who Received 
PCRS with CDC Funds,” respectively) refers to HIV+ index cases. Page 2 of the process 
monitoring form for PCRS asks for data on the sex or needle sharing partners of HIV+ index 
cases. 

Where do we report on CTRPN and coalition building as interventions? 

The forms in the Evaluation Guidance for reporting intervention plan data as well as process 
monitoring data do not cover CTRPN and coalition building. It is suggested that you provide a 
narrative report that describes these efforts. 

Can CDC funding be used for policy interventions? 

CDC funding, like all funding from Congress, cannot be used to lobby federal or local legislative 
bodies. CDC funds may not be used for propaganda purposes or for the preparation, distribution 
or use of such items as publications or radio or television presentations designed to support or 
defeat pending legislation. 

However, CDC funding may be used for community-level interventions that seek to lessen risky 
conditions and behaviors in a community through a focus on the community as a whole. As the 
Evaluation Guidance points out, this is often done by attempting to alter social norms or 
characteristics of the environment. Such efforts are also referred to as “structural interventions” 
and may be funded with CDC cooperative agreement funding. 
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Specific questions regarding structural interventions and whether they meet funding 
requirements should be referred to project officers. 

What intervention would you use for a “chatroom” on the Internet; for example, a 
chatroom for MSM? 

HIV/AIDS health education and risk reduction information provided to persons via a chatroom 
should be considered under “Other Interventions” on the forms for intervention plans and 
process monitoring. The intervention is not necessarily an individual-level intervention, 
according to the intervention types in the “Evaluation Guidance,” since more than one individual 
is reached, and it’s not necessarily a group-level intervention or health communications and 
public information. Use the form for other interventions or provide a narrative description. 

The definition of Prevention Case Management (PCM) in the Evaluation Guidance seems 
more loosely defined than CDC’s guidance on PCM. Which definition applies? 

CDC’s guidelines on PCM are not mandates for how PCM should be implemented. For 
evaluation, use the definition of PCM in the Evaluation Guidance. This broader definition will 
include the definition found in CDC’s PCM guidance. As with all the intervention categories, 
national data about PCM will include some data from more rigorous implementation and some 
from less rigorous implementation. This is also true of ILI, GLI, and outreach interventions. 

What constitutes “skills building” for GLI? Does every participant in a GLI need to 
demonstrate the skill or is it sufficient for one client to demonstrate the skill and the others 
to observe? 

A variety of skills can be “built” during GLI (and ILI). If, for example, the skill is condom use 
and a phallic model is used to demonstrate how to fit a condom and at least one member of the 
group participates in the demonstration, the entire group can be considered as having participated 
in the skill building exercise. Critical thinking and decision-making skills are skills that can be 
enhanced during GLI. If these skills are discussed and demonstrated by members of the group 
through various exercises or activities, the entire group can be considered as having participated 
in the intervention. 

What is really meant by CLI (community-level interventions) and social marketing? What 
is the distinction between CLI and a set of related but distinct interventions working 
toward a common goal (e.g., an agency implementing outreach, ILI and GLI targeting 
MSM in a particular community)? Should a CLI be deconstructed into its component 
interventions and then each intervention separated for intervention plans and process 
monitoring reporting? 

As the Evaluation Guidance puts it, “CLI are interventions that seek to improve the risk 
conditions and behaviors in a community through a focus on the community as a whole, rather 
than by intervening with individuals or small groups. This is often done by attempting to alter 
social norms, policies, or characteristics of the environment. Examples include community 
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mobilizations, social marketing campaigns, community-wide events, policy interventions, and 
structural interventions.” 

Social marketing is the application of commercial technologies to the planning and 
implementation of prevention programs. Social marketing is not social advertising, social 
education, attitude change, or socially responsible marketing of HIV prevention messages. 
Examples of social marketing programs at CDC include the “America Responds to AIDS” 
campaign and the “5-A-Day Nutrition” campaign. 

The definition above of CLI indicates that it does not focus on individuals or small groups 
whereas outreach, ILI, and GLI do focus on individuals and small groups. If a grantee employs a 
set of related but distinct interventions working toward a common goal, it is appropriate to 
“deconstruct” that program into its component elements and report on each intervention 
separately for intervention plan and process monitoring data. 

How should an intervention be categorized that counsels couples and includes skills 
building and/or service brokerage? What if it does not include skills building or service 
brokerage? 

An intervention that counsels couples and includes skill building and service brokerage should 
probably be categorized as GLI (the intervention could be considered PCM if it meets the criteria 
for PCM established by the health department or grantee or if it is carried out in accordance with 
CDC’s guidance on PCM). In this example, “counseling” refers to HIV/AIDS prevention 
counseling, not mental health counseling. Skills building (not service brokerage) must be a part 
of GLI. If there is no skills building, then the intervention cannot be categorized as GLI. Service 
brokerage is not considered a necessary component of GLI. It is, however, a necessary 
component of PCM. 

What intervention type should be used to report condom drop-off activities (e.g., putting 
condoms in bowls in bars)? 

Condom drop-off activities should be recorded under “Other Interventions” because they do not 
readily fit under any other intervention type. For example, “Outreach” is not appropriate because 
there is no face-to-face contact with clients. “Health Communications/Public Information” is not 
appropriate because no information is conveyed by the drop-off activities. When interventions 
are reported as “Other,” the intervention should be explained. 

What intervention type should be used to report brochures and other materials that health 
departments distribute to their grantees? What about materials they distribute to agencies 
they don’t fund for HIV prevention? 

The recipients of the printed materials distributed by health departments do not affect the 
intervention type that should be used for reporting. The intervention type is “Health 
Communications/Public Information” (print media distribution). 
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When does outreach become an individual-level intervention? For example, during 
outreach the outreach worker can spend a lot of time with one person on health education, 
risk reduction counseling, and skills building. If an ILI develops out of an outreach 
encounter, should health departments report on both interventions? 

If outreach develops into an intervention that meets the criteria for ILI, then both intervention 
types should be reported. 

Population Definitions 

How should we categorize interventions focusing on women who have sex with women 
(WSW)? 

WSW is not a risk population used in the Evaluation Guidance. The behavioral risk populations 
used in the Guidance are not intended to be exhaustive but to represent the majority of cases of 
transmission. For process monitoring (chapter 4), jurisdictions may report on risk populations 
that do not fit the categories in the Guidance in a narrative format using the variables indicated 
on the process monitoring forms in chapter 4 (e.g., gender, race, ethnicity, setting, etc.). 

How should jurisdictions code a population whose risk includes both MSM and IDU but 
the intervention is focusing specifically on MSM routes of transmission? 

Since the intervention is focusing on MSM, the primary risk population should be coded as 
MSM. MSM/IDU should be used to code the risk population when the intervention is designed 
specifically to meet the needs of men who have sex with other men and use injection drugs. 

What if the target behavior is reducing crack use? 

The question to ask for any intervention is, “What is the behavioral risk for HIV that is being 
addressed?” In the case of an intervention to reduce crack use, the assumption is that the 
behavioral risk for HIV would be sexual risk associated with crack use, either MSM or 
heterosexual. If this is the case, then one of these sexual risks would identify the risk population. 

Whose HIV risk is being addressed when an intervention targets the population “mother 
with or at risk for HIV infection?” Is it the mother, the fetus, or both? 

Regarding “Mother with/at risk for HIV,” the Evaluation Guidance states, “Intervention will 
address the HIV prevention needs of women who have HIV or are at risk of becoming infected 
and who are pregnant and, thus, at risk of transmitting HIV to their infant.” Therefore, if the 
pregnant woman is HIV- negative, the risk is for both mother and infant. If the pregnant woman 
is HIV- positive, the risk is for the infant. The risk population category remains “Mother with/at 
risk for HIV.” 
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How do you code populations when you have an “open” counseling intervention and 
anyone can use the service? 

For intervention plans, project numbers for each primary population (risk population such as 
MSM, IDU). For process monitoring, report the primary population as accurately as possible. 
Counseling implies that a risk assessment will be completed and this should help inform 
reporting. 

What definition should be used for heterosexual contact – there’s an AIDS surveillance 
definition and a broader definition suggested by the Guidance? 

Use the Evaluation Guidance’s broader definition. The risk population category, “heterosexual 
contact,” does include heterosexual contact with multiple partners of unknown risk. 

Also, heterosexual risk can include risk to the client as well as risk from the client (e.g., the 
primary population for an intervention is “heterosexual” because clients have sex with injection 
drug users; the primary population for an intervention is “heterosexual” because clients are HIV-
infected heterosexuals). 

For the risk population categories in the Evaluation Guidance, such as MSM, is the 
reference to high-risk sex or any sex? Where do transgender persons or crack users fit in? 

The MSM and heterosexual behavioral risk populations defined in the Guidance reference risk; 
for example, MSM are at risk through unsafe sex; heterosexual men and woman are at risk 
through unsafe heterosexual sex. It is assumed that a jurisdiction which funds an intervention for 
MSM has decided that the intervention, in fact, is reaching men likely to be at risk for HIV. 

Transgender persons should be counted as clients who receive a particular intervention but they 
are not a primary or secondary risk population according to the Evaluation Guidance. If their risk 
for HIV is sexual, the risk population is either heterosexual or MSM depending on their current 
gender identification. Similarly, crack users is not a primary or secondary population. Their risk 
for HIV is most likely sexual (either heterosexual or MSM). 

The primary and secondary populations are the behavioral risk populations identified in the 
Guidance. Jurisdictions may collect data on risk populations as the jurisdiction defines those 
populations separate and apart from CDC’s definitions. 

How should we categorize a population when the intervention is directed to a group 
comprised of two or more subpopulations with distinct risk behaviors; for example, an 
incarcerated population includes some MSM, some IDUs, and a few MSM/IDU? 

Every effort should be made to estimate a primary and secondary population in situations where 
an intervention targets both populations (note that data are reported only on primary 
populations). As a last resort, two populations that cannot be distinguished as “primary” and 
“secondary” should be reported separately as two primary populations. Because the members of 
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the group cannot be distinguished by risk, the full population should be counted in each primary 
population report (i.e., they will be double-counted). 

A jurisdiction may “split” the population for local reporting, but must be careful to match the 
specificity of the intervention plan reporting to that of process monitoring; i.e., if the population 
is split for intervention plan estimation, then it should be split for process monitoring reporting. 

Why does the CDC strategic plan discuss “youth” as a priority population when this is not 
a risk population in the Guidance? 

With the exception of “Mother with/at risk for HIV” and “General Population,” the Guidance 
uses behavioral risk population categories (i.e., MSM, MSM/IDU, IDU, and heterosexual) 
because intervention types are used to influence particular risky behaviors that transmit HIV 
disease. CDC’s strategic plan discusses youth because interventions should be targeted at the 
risky behaviors youth engage in. Data on youth served should be provided under the age range 
categories for intervention plans and process monitoring. In a similar vein, the prevention needs 
of HIV-infected persons are discussed in the strategic plan but HIV- infected persons are not a 
risk population category in the Guidance. Health departments are encouraged to fund programs 
that serve youth and HIV-infected persons, but the data to be submitted to CDC should reflect 
the risk population categories of the Guidance. 

Is there a time-frame for specifying risk behaviors? For example, if someone has used 
needles in the past, does it have to be in the past year (or 6 months or 3 months) for them to 
be reported as an IDU? Does the time frame vary for different behaviors? 

Agencies will likely have their own policies on conducting a risk assessment or otherwise 
determining risk behaviors. Current risk behaviors are most important because interventions will 
target behaviors clients are currently engaged in. 

Process Monitoring 

On the process monitoring forms in regard to staffing and expenditures, do you want to 
know the number of volunteers or the number of volunteer hours? 

The number of volunteers providing interventions should be reported regardless of the amount of 
time they volunteer. 

The process monitoring forms ask for the number of clients receiving interventions in 
various settings. The instructions indicate that a “Clinic/Health Care Facility” includes an 
STD clinic, but the form has “STD Clinic” as a separate setting. How will this discrepancy 
be resolved? 

The instructions will be revised to match the forms. “Clinic/Health Care Facility” will not 
include an STD clinic. (The instructions also refer to “Social Services Agency” but there is no 
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corresponding designation on the form under type of setting. For social services agency, the 
“other” designation should be used.) 

If an intervention reaches clients other than those intended by the intervention, how are 
these clients reported for process monitoring? For example, if street outreach intends to 
target IDUs, but outreach workers also encounter a lot of high risk heterosexuals, how is 
the heterosexual population reported on the process monitoring forms? 

The process monitoring forms should contain data on the primary risk populations being served 
by the intervention. Data are not reported on secondary risk populations. It is possible that new 
primary risk populations will be added to an intervention type over time, and health departments 
should provide data on them when process monitoring data are due. If you find that you are 
serving different populations than the ones you originally planned to serve in your intervention 
plans, you should report process monitoring data about that new population if you redesigned 
your intervention to accommodate the new population or the new clients you are serving total at 
least 25% of your caseload. In regard to the question’s example, if the heterosexual population 
comprises roughly 25% or more of the population reached during outreach, then process 
monitoring data should be provided on that population. 

Should clients who attend only one session of a GLI be reported under GLI or ILI? 

Group-level interventions (GLIs) should consist of multiple sessions. There will undoubtedly be 
cases where clients do not attend all of the sessions. Clients who attend only one session of a 
GLI should be reported under GLI and not ILI since GLI was the intervention being delivered. 

Can you report risk populations for process monitoring based on the intended audience for 
the intervention or do you need to assess participants’ risk? For example, if 10 people 
participate in a GLI targeting MSM, can you report that you reached 10 MSM if you do 
not collect data on their risk behaviors? 

For some intervention types, it is appropriate for the interventionist to conduct a risk assessment. 
For example, a risk assessment should always be completed for clients in PCM, and CDC 
strongly encourages risk assessments for other interventions as well. When there is no risk 
assessment, the intent of the intervention should guide reporting for process monitoring. If the 
intent of GLI, for example, is to serve MSM and there is no risk assessment to document the risk 
behavior, then clients should be reported as MSM since the intervention is targeted and tailored 
for MSM. Since risk assessments are not done during outreach, the venue for the outreach should 
be considered. For example, if outreach is taking place in gay bars, then the risk population 
should be reported as MSM. If no specific risk population is targeted by an intervention (this 
could be the case for health communications/public information), then “General Population” 
should be used as the risk population category. 

How do you report the number of clients served if a contractor conducts teacher training 
with the intention that the teachers will then provide prevention education to their 
students? How do you report the risk population and demographics in this scenario? 
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In this scenario, health communications/public information seems to be the intended 
intervention. Students are the targeted population and there is probably no one risk behavior that 
is targeted. If this is the case, “General Population” would be the risk population. However, the 
numbers of clients served cannot be reported until those data are provided, in writing, by the 
teachers who received training. The teachers should report back to the Contractee after their 
prevention education session takes place. If the intervention is designed to address heterosexual 
contact as the risk, then that risk population category should be used for reporting when data are 
provided by the teachers. 

How should health departments characterize the type of agency delivering the intervention 
(item #6 on process monitoring forms) when the intervention is conducted by an agency 
sub-contracted by the health department’s grantee? Should the agency type be coded as the 
health department’s grantee or the agency sub-contracted by the grantee? 

The intent is to capture data on the types of agencies actually carrying out interventions. 
Therefore, the agency that has been sub-contracted by the health department’s grantee should be 
used for agency type. 

Outcome Evaluation 

Can you use proxy measures for behavior change for outcome evaluation such as attitudes, 
beliefs, norms, or behavioral intentions or do you need to measure actual behavior change? 

Since the ultimate objective of HIV prevention is to change risky behaviors, measures of 
behavior change are preferred for outcome evaluation. However, measures of change in 
knowledge, attitudes, beliefs, norms, or intentions are acceptable. 

Use of Evaluation Data 

How will data be used and how will CDC guard against misuse? 

The Evaluation Guidance states that data provided by health departments will be used for three 
purposes: 1) To report to federal, state, and local stakeholders (including communities, health 
departments, local and national organizations, and federal policymakers) progress made through 
HIV prevention programs supported by CDC funds; 2) To improve national policies regarding 
HIV prevention; 3) To identify ways to improve HIV prevention programs nationwide. 

CDC is interested in aggregate, national-level data. It is not CDC’s intent to use local data in a 
punitive way. Data are collected and analyzed for the purpose of program improvement. State-
level data will be shared with project officers. State-level data will not be shared with persons 
outside of CDC without consultation and discussion with state health department officials. 
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Interventions may vary within a jurisdiction; for example, prevention case management 
may be carried out with varying levels of intensity throughout a state. Will data on 
interventions at the jurisdiction-level be pooled together in a national data set? 

Yes, data on interventions will be pooled together, with the acknowledgment of differences in 
how interventions are delivered. Health departments may provide narrative to explain variations 
in interventions. 

Will CDC change its funding formula to reflect the effectiveness of interventions. In other 
words, will jurisdictions get more money if their interventions are effective? 

CDC does not foresee linking funding to empirically demonstrated effectiveness. 

Will CDC penalize jurisdictions who report reaching fewer people if that is the result of 
efforts to more specifically target their interventions to certain risk behaviors? 

No. This would be seen as improving interventions, and large numbers are not necessarily a 
measure of success. 

Relationship Between the Guidance, Other Evaluation Efforts, and CDC Program
Announcements 

Will the Evaluation Guidance being developed for CBOs be different from the Evaluation 
Guidance for health departments? 

The CBO Evaluation Guidance -- a document on HIV/AIDS prevention program evaluation for 
CBOs directly funded by CDC -- is under development, and health department representatives 
are involved. The intent is that the CBO Guidance be as consistent as possible with the 
Evaluation Guidance for health departments, including consistency between the data to be 
collected from directly funded CBOs and the data collected from health department grantees. 

How does the Evaluation Guidance relate to evaluation of the whole health department? 

The Evaluation Guidance pertains to prevention programs currently funded under Program 
Announcement 99004. The ideas, principles, and methods outlined in the Guidance may also be 
useful for evaluating prevention and/or care activities undertaken with state or city revenues, 
with other federal funds, or with other resources. However, the Evaluation Guidance does not 
ask that efforts funded outside of CDC cooperative agreement funds be evaluated. 

Health departments may be asked by funders other than CDC for HIV/AIDS program evaluation. 
The Program Evaluation Research Branch (PERB) is working with other branches in CDC and 
with HRSA to develop a common language for evaluation; for example, by standardizing 
definitions of populations and interventions. 
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Will CDC reconcile Program Announcement and Evaluation Guidance requests? 

PERB and PBB are working together to reconcile any differences between program 
announcements and the Evaluation Guidance, including differences in the definitions of 
interventions and populations. 

How will CDC reinforce the message that the Guidance intervention definitions will apply 
to future activities? 

PERB is working to standardize definitions of interventions and populations. However, it is 
important to note that definitions in the Evaluation Guidance do not have to replace local 
taxonomies. Jurisdictions may use definitions of interventions and populations already in place 
locally. They just need to make sure local taxonomies are used consistently and that they fit 
categories in the Guidance. 

What is the relationship between external reviews and progress reports? 

Progress reports submitted in April will undergo a “technical review” by project officers. 
However, external reviewers may have the opportunity to refer to progress reports. 

How do differences between Evaluation Guidance definitions for risk populations and 
surveillance definitions for exposure category relate to how budget tables are viewed? Are 
budget tables compared to surveillance data? 

Chapter 5 of the Evaluation Guidance discusses the importance of linkages between the 
comprehensive HIV prevention plan and the allocation of resources. “Epi” or surveillance data 
should inform the prevention plan and there should be a strong and logical linkage between the 
plan and interventions and populations that get funded. PERB and PBB are discussing how 
Evaluation Guidance data, including budget tables and surveillance/ “Epi” data in the 
comprehensive plan, will be reviewed with the objective of improving community planning and 
prevention programming. 

Can process monitoring data regarding expenditures replace the budget tables? 

No. At this time, budget tables will continue to be submitted, but in April, rather than September. 
The form will be revised for health departments to reflect actual expenditures, to the extent 
possible. The revised table will be due in April 2001 to reflect the period, January - December 
2000. 

What is the implication/cost for doing evaluation in rural areas – is there a “ruralness” 
factor? 

The Division of HIV/AIDS Prevention appreciates the challenges for program evaluation in rural 
areas, plans to discuss the issue, and will request feedback from rural states. 
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Technical Assistance 

What additional tools are available to help with evaluation and community planning? 

Technical assistance (TA) requests concerning community planning and the Evaluation 
Guidance should go through the health department’s CDC project officer. CDC supports several 
organizations to provide community planning TA. This network is coordinated by CDC with 
assistance from the Academy for Educational Development. 

What software can be used to manage data? Will CDC develop software for health 
departments? 

Technical assistance channeled through project officers can put health departments in touch with 
other jurisdictions that have developed software to collect and/or aggregate data from their 
grantees (CBOs). CDC has plans to develop software that health departments can use to report 
aggregated data to CDC. In addition, CDC has developed a website that contains the Evaluation 
Guidance (Volumes 1 and 2) and other materials on evaluation. Health departments can 
download forms from the Evaluation Guidance to record the data asked for in the Guidance. The 
website address is http://www.cdc.gov/hiv/aboutdhap/perb/hdg.htm. 
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Appendix 

This appendix contains examples of resource materials referenced in the manual. These materials 
are listed below along with their sources, page number of the manual where they are discussed, 
and page number of the appendix where they are located. Health departments approved inclusion 
of their materials in this manual. These resources were selected for their clarity and because they 
represent a variety of approaches for Guidance implementation. Health departments are 
encouraged to adapt and use these materials as needed. 

This manual did not attempt a comprehensive review of Guidance-related materials developed 
and used by all health departments. Therefore, readers should not assume that materials included 
in this appendix are necessarily better than other materials currently being used by health 
departments. More recent versions of these materials may have been developed by health 
departments after this manual was produced. 

Resource Materials Source Page Number in 
Manual Where 

Material is 
Discussed 

Page Number in 
Appendix Where 

Material is 
Located 

Intervention plan worksheet Colorado 19 80 

Intervention plan worksheet Virginia 19 81 

Intervention plan worksheet Wisconsin 19 82 

Definitions that distinguish client 
“contact” and “interaction” 

Wisconsin 21 83 

Summary of behavioral science theories CDC 23, 27 84 

Logic model training curriculum Maryland 27 85 

Intervention standards Colorado 28 86 

Data collection form Wisconsin 31 87 

Data collection form Virginia 31 88 

Data collection forms Maryland 31 89 

Data collection form New Jersey 31 90 

Client code sign in sheet Maryland 38 91 
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Intervention Plan Worksheet, Colorado 
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Intervention Plan Worksheets, Virginia 
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Intervention Plan Worksheets, Wisconsin 
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Definitions that Distinguish Client “Contact” and “Intervention”, Wisconsin 
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Summary of Behavioral Science Theories, Handbook for HIV Prevention 
Community Planning, CDC, 1994 
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Logic Model Training Curriculum, Maryland 
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Intervention Standards, Colorado 
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Data Collection Form, Wisconsin 
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Data Collection Forms, Virginia 
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Data Collection Forms, Maryland 
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Data Collection Form, New Jersey 
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Client Code Sign-In Sheet, Maryland 
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